3 


JOURNAL OF THE 


AMERICAN 
HOSPITAL 
ASSOCIATION 


JANUARY 1, 1959 


ap 


AN INTERVIEW 


WITH 
GEORGE BUGBEE 
(PAGE 32) 


4 
at 
ii | 
| | 


Used pre-op and post-op 
hundreds of surgical 


SALICYLATE 


(Brand of carbazochrome salicylate) 


to control oozing and bleeding 


The problems of oozing and bleeding during surgical proce- 
dures are familiar to every surgeon. 

Adrenosem controls this oozing and bleeding by maintain- 
ing capillary integrity and by promoting the retraction of 
severed capillary ends. 

No untoward reactions have been reported i in more than 
five years of clinical use. 


Supplied in ampuls, tablets, and : 


as a syrup. 


Write for comprehensive, illus- 
trated brochure describing the 
action and uses of Adrenosem 
Salicylate. 


Pat. 2581850, 2506294 


S. BWIASSENGILL COMPANY 


BRISTOL, TENNESSEE NEW YORK ° . KANSAS CITY SAN. FRANCISCO 
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A POINT OF VIEW IN ’55 “At this time, it appears that the problem of anti- 
biotic-resistant  . is the greatest fear in the future with chronic infections 


of the urinary tract... | 2 
‘Ss A POINT OF FACT IN ’58 “... This prediction has proved to be correet for 


both gram-positive and gram-negative organisms.’”” 
.--WITH ONE NOTABLE EXCEPTION “... studies indicate that microor- 
ganisms, in vitro and in vivo, do not appear to develop resistance to FURADANTIN.”S 


for acute and chronic | 
genitourinary tract infections - 


FURADANTIN 


brand of nitrofurantoin 


AVERAGE FURADANTIN DOSAGE: In acute, complicated or refractory eases and in 
chronic infections—100 mg. q.i.d., with meals and with food or milk on retiring. 


REFERENCES: 1. Flippin, H. F.: Virginia M. Month. 82:436, 1955. 2. Caswell, H. T., et al.: Surg. Gyn. 
Obst. 106 :1, 1958. 3. Nesbitt, R. E. L., Jr., and Young, J. E.: Obst. Gyn., N. Y. 10:89. 1957. 


in development of 
bacterial resistance with FURADANTIN 


NITROFURANS...a new class of antimicrobials... 
neither antibiotics nor sulfonamides ” 


EATON LABORATORIES, NORWICH, NEW YORK 
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ILOSONE 
6-250 mg. 


INTRAMUSCULAR 
ERYTHROMYCIN’ 


ORAL 
ERYTHROMYCIN 
250 mg. (specially 

coated tablets)’ 


ILO SONE assures a more decisive clinical response 
in almost every common bacterial infection 


(erythromycin ester, Lilly) as the propionate 


* Ilosone provides more potent, longer-last- | 
4 : . 243. *Shown by how many times the serum can be di- 
ing therapeutic levels in the serum within luted two hours after administration of the anti- 
minutes after administration. A fast, de- biotic and still inhibit identical pathogenic strains 
7 ¥ of bacteria. This is the Tube Dilution Technique, 
cisive response 1S assured in almost every which is regarded by leading authorities as the 
most meaningful method of comparing different 
5 common bacterial infection. antibiotics. It shows not merely the level of anti- 
: Usual adult dosage is one or two 250- _ biotic in the blood but the actual antibacterial 
effectiveness of that level. 
mg. Pulvules® every six hours, according 1. Griffith, R. S., et al.: Antibiotic Med. & Clin. 
; infecti imum a Therapy, 5:609 (October), 1958. Note: Peak levels 
to severity of 1 We For op tim’ ef with the oral erythromycin tablets (thirty-three 
fect, administer on an empty stomach. were not peony 
> administration. 2. Data from Griffith, R. S.: Anti- 
(A 125-mg. pediatric Pulvule is also avail- biotics Annual, p. 269, 1954-1955. 
able.) In bottles of 24. 


EL! LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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Combines Bedside Cabinet 
Dresser-Wardrobe 


(A) Valette 


Has a Formica-surfaced top with 
aluminum edging; 2 drawers measuring 
20%" x 124%” x 6", double-pan head 
construction; a Formica-surfaced pull- 
out shelf measuring 21%” x 11”; and 
a hinged door which opens upon a 
stainless steel utensil compartment 
measuring 2334” wide, 15” deep, 614” 
high. On the side is a chrome-plated 
towel bar. Mounted on 3” casters. Back 
of all models has a clear vertical 
wardrobe space 6” deep in the upper 
portion with lower part occupying 
entire width and depth of cabinet, 
providing space for suitcase, shoes, etc. 
Over-all size, 22” x 24” x 50”. Catalog 
No. P9321. 


(B) Valette With Over-bed Leaf 


This unit is identical to P9321, except 
over-bed leaf replaces pull-out shelf; 
adjusts for Hi-Lo and regular beds, 
30” to 50” high. Catalog No. P9322. 


This amazingly compact unit occupies 
little more floor space 
(approximately 4 sq. ft.) than does 
an average size bedside cabinet. 
Facilities combined in this one Unit 
would occupy approximately 14 sq. ft. 
of floor space if offered in separate 
units, such as individual wardrobe, 
dresser, and bedside cabinet. All 
models have wardrobe space with 
hanger rod, 2 double hooks, space for 
shoes, and small suitcase. vA 


Available finished in any Simmons 
standard flat colors. 


-(€) Valette With One Drawer and 


Over-bed Leaf 


This model is similar to P9322 but is 
equipped with one drawer and over- 
bed leaf. Height to top surface, 414%"; 
Formica-surfaced top measures 16” x 
244%". Catalog No. P9324. 


(D) Valette Without Drawers 


Over-all dimensions are the same as 
P9321 providing full wardrobe facilities 
but Formica-surfaced top is 2914” high, 
measures 16” x 2414”. Piano-hinged 


drop door opens on utensil compart- 


ment. Catalog No. P9323. 


~ For complete information, see your Aloe 
Representative. He will be happy to assist you 
in selecting the proper model Valette to meet. 
your needs, as well as complete patient’s room 


equipment. | 


A. S. Aloe GCompany 
World’s Foremost Hospital Supplier, 


1831 Olive St., St. Lovis 3, Mo. 
(dD) 14 FULLY STOCKED DIVISIONS COAST-TO-COAST 


SINCE 1860 
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PUZZLED 
ABOUT 


vinyl wall coverings? 


Protect Best! Clean Easiest! Last Longest! Cost No More! 


You won’t be puzzled if you remember: vinyl] wall coverings are only as good as the 
thickness of vinyl protection they deliver up front! And no other wall covering provides ail 
the vinyl needed for specific wall-abuse situations as economically as new FABRON, and 
new PERMON. Each proves richest in its field in vinyl content, loveliest in effects and 
textures, longest lasting, simplest to maintain, with no deep ridges to retain dirt! 


New FABRON takes average wear, tear. Permanently plastifused in 3 layers*: 
1) close-woven fabric base for easy hanging and strength, 2) pure vinyl Bakelite 
Krene film printed with light-fast colors 3) crystal clear top vinyl film. 


New PERMON unequalled for heaviest abuse. Thick layer color-pigmented vinyl 

plastifused to heavy fabric for super damage resistance. Choice of colors, printed textures that 

« produce embossed, 3-dimensional effects. Slashes costs to 75%—keeps beauty for life of the wall. 
*A Toscony Process 

FABRON and PERMON films are calendered for maximum abrasion resistance! 


FREDERIC BLANK & COMPANY, INC. » 295 Fifth Ave., New York, N. Y. « Established 1913 
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hospital association meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 


1959 


Feb. 4-5—Midyear Conference of Hospital 
Association Presidents and Secretaries, 
Chicago (AHA Headquarters) 

Aug. 24-27—6lst annual meeting, New 
York City (Coliseum; Statler Hotel) 


1960 


Aug. 29-Sept. 1—-62nd annual meeting, San 
Francisco (Civic Auditorium) 


MEETING AND INSTITUTE 
CALENDAR 


THROUGH JUNE 1959 


(American Hospital Association institutes 
are in BOLDFACE type. Meetings of other 
hospital associations are in LIGHTFACE 
type. Other organizations in the health 
tield are shown in ITALICS.) ? 


JANUARY 


5-8 Nursing Service Supervision, Wash- 


ington, D.C. (Willard Hotel) * 


A 


There’s little doubt that the hospital blanket which isin such - 
close contact with the patient offers a fertile field for spreading 
infection. Confirmation by bacteriologic tests usually reveals 
a surprisingly high count under ordinary blanket use situations. 


Efforts to eliminate this reservoir for spreading staph (and ' 


other potentially dangerous organisms such as tubercle bacilli) \ 


have stimulated controlied studies in many hospitals... 
and the consequent adoption of routine disinfection — 
of blankets between patients. For example— 


In New Hampshire, Adams’? hospital added Amphyl® disinfectant to 
routine laundering of blankets as patients changed, or earlier if soiling 
occurred, with the result that “it renders them routinely sterile” and 
also “this disinfectant neither shrinks nor discolors blankets.” 


In Washington, Ravenholt and others’ tested Amphyl for 
disinfecting hospital blankets heavily contaminated with staph. 
Their findings indicate that “the addition of a synthetic phenolic 
disinfectant Amphyl achieves virtual elimination of staphylococci 
on the blankets. Routine use of the tested disinfectant for 
washing blankets, pillows, and all laundry materials, as well as for 
surface disinfection, in a Seattle tuberculosis sanatorium for 
seven years has demonstrated that the disinfectant does not injure 
fabrics or other materials nor cause sensitivity reactions in 
personnel or patients. On the basis of these findings, the 
synthetic phenol used in these studies appears to be a suitable 
compound for use in blanket disinfection.” 


Practical problems of laundry handling as well as the bactericidal 
and tuberculocidal effects of Amphyl have been considered 
in these reports. We hope you will find each article helpful 
in making Amphy] blanket disinfection routine in your own laundry. 
Also, Lehn & Fink’s technical staff is always ready to assist 
you in strengthening control of cross infection in any area of your 
hospital. Just write us at 445 Park Avenue, New York 22, N. Y. 


We with be glad 


Professional Division 
Lehn & Fink Products Corporation 


19-22 Nufsing Inservice Program, San An- 
tonio (Hilton Hotel) 

21 Comite des Hopitaux du Quebec, 
Montreal (Headquarters of the Com- 
ite des Hopitaux du Quebec) 

23-24 Alabama Hospital Association, Mo- 
bile (Admiral Semmes Hotel) 


26-30 Nurse Anesthetists, San Francisco (St. 


Francis Hotel) 

27-30 American Protestant Hospital Asso- 
:- ciation, St. Louis (Jefferson Hotel) 
27-30 National Association of Methodist Hos- 
- pitals and Homes, St. Louis (Jefferson 

Hotel) 


FEBRUARY 


5-7 American College of Hospital Admin- 

jstrators, Congress on Administration, 

Chicago (Sherman Hotel) 

American Medical Association, Con- 

gress on Medical Education and Li- 

censure, Chicago (Palmer House) 

9-13 Hospital Purchasing, New York City | 

(Statler Hotel) 

16-19 Nursing Inservice Programs, Kansas 
City, Mo. (Bellerive Hotel) 

23-27 Dietary Department Administration, 
New Orleans (YWCA) 

23-27 Nursing Service Administration, Fres- 
no. Calif. (Fresno Hacienda Motel) 


MARCH 


2-4 Hospital Safety and Insurance, To- 

3 ronto, Ont. (King Edward Hotel) 

4-6 Quebec Hospital Association, Mont- 
real (Windsor Hotel) 

5-6 Georgia Hospital Association, Au- 
gusta (Bon Air Hotel) 

5-7 Louisiana Hospital Association, Baton 
Rouge (Bellemont Motor Hotel) 

9-11 Advanced Institute for Directors of 
Hospital Volunteers, Chicago (AHA 
headquarters) 

12 Wisconsin Hospital Association, Mil- 
waukee (Hotel Schroeder) 

16-19 Obstetrical Nursing Administration, St. 
Louis (Coronado Hotel) 

16-20 National Health Forum, Chicago 

17-19 National. Health Council, Chicago 

23-25 New England Hospital Assembly, 
Boston (Statler Hotel) 

30-Apr. periment 


Department Relationships, Chicago 
(AHA headquarters) 

31-April 2 Kentucky Hospital Association, 
Lexington (Phoenix Hotel) 


APRIL 


1-3 Mid-West Hospital: Association, Kan- 
sas City, Mo. (Municipal Auditorium; 
President Hotel) 

6-9 Ohio Hospital Association, Colum- 
bus (Veterans Memorial Auditorium; 
Deshler-Hilton Hotel) 

6-9 American Academy of General Prac- 
tice, San Francisco 

8-10 Southeastern Hospital Conference, At- 
lanta (Atlanta-Biltmore Hotel) 

10-11 New Mexico Hospital Association, 
Albuquerque (Hilton Hotel) 
12-16 Annual Conference of Blue Cross 
_ Plans, Chicago 
13-17 Hospital Engineering, Baltimore (Lord 
Baltimore Hotel) 
16 South Carolina Hospital *Association, 


Roanoke, Va. (Hotel Roanoke) 


- Adams, Ralph: Med. Times, 86:1119-1127 (Sept.) 1958. 16-17 Carolinas-Virginias Hospital Confer- 


2. Adams, Ralph: Resident Physician, 4:112-132 (Sept. ) 1958. 
3. Ravenholt, Otto H., and others: Hospitals, 32:75-80 (June 16) 1958. ence, Roanoke, Va. (Hotel Roanoke) 


4. Ravenholt, Otto H.,and others: Med. Bull. U. of Minn. 29:421'429 (May 1) 1958. | _ 20-23 Evening and Night Nursing Service 
(Continued on page 107) 


© Lehn & Fink Products Corpanagion 1958 
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BLADES 


in the PUNCTURE PROOF 
Package 


WHEN A TIME-TESTED PRODUCT 
GETS A NEW, TIME-SAVING PACKAGE... 


RESULT... ease of application — while it’s still in the package, blade 
can be attached to knife handle 


RESULT... strong, sturdy package — puncture proof, moisture proof 
wrap withstands repeated handling and can be autoclaved 


RESULT... cumpiete blade protection — maximum sharpness of these 
traditionally superior carbon steel blades assured 


Ask your dealer 


DANBURY. CONNECTICUT 
A DIVISION OF BECTON, DICKINSON AND COMPANY 


Ap BARD-PARKER COMPANY, INC. B-P Sterile Blade Dispenser Rack _ —- 


B-P « RIB-BACK ¢ IT’S SHARP are trademarks of BARD-PARKER 
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HOSPITAL 
RECORDS 
UNDER 
YOUR 
THUMB 


BURROUGHS MICROFILMING 


What a boon to your Medical Records librarian! With Burroughs microfilming, patients’ 
medical records can be filed in a hurry, found in a wink, preserved with scrupulous care. 
For here is microfilming at its economical best— — equipped to record and read, file and 
find, protect and preserve these truly vital statistics. 
7 LOOK AT THESE SPECIFIC ADVANTAGES: 
| = e Exclusive indexing meter locates any filmed document in seconds. 


e With the Micro-Twin one compact unit controls both high-fidelity filming and high- 
clarity reading. Switch from recording to reading at the flick of a knob. 


e Record storage space cut by as much as 99%. 
© Low initial cost, followed by economies in time, space, clerical hel). 
e Facsimile prints of documents made quickly, easily. No refocusing, no darkroom required. 


Find out what Burroughs microfilming can mean to your hospital. Phone our nearby office 
for details, or write Burroughs Division, Burroughs Corporation, Detroit 32, Michigan. 


Belle Howell / Burroughs 
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underfoot...! 


Floors are a major entéuitiol reservoir of hospital 
cross-infection. Bacteria-laden dust can be kicked _ 
up by passing feet, into swirling air currents that 
carry it to every part of the hospital. 


p prevent outbreak, CLEANOLITE 


» Anti, Staph Cleaner-Sanitizer, a one 
step basic aseptic technique for all surfaces. 


e Provides maximum cleanliness. 
e Preserves effectiveness of Conductive Floors. 

e Phenol Co-efficient—12 (Pay 

(Salmonella typhosa) he 4 

e Phenol Co-efficient—18 


(Staphyloccocus aureus. ) 
\ in every hospital section... Wes 


Hillyard floor products save...safeguard. } 
e Use H-101—-when added disinfecting 
is required. 


e Use CFC for cleaning 
Floors. 


e Use Super Hil-Tone—to control dual 


HILLYARD ST. JOSEPH, MO. H-2 
Please have the Hillyard Hospital Floor Maintenance Consultant 
get in touch with me. No charge, no obligation for his demon- 
strations. He’s “On Your State = — Not Your Payroll”. 


ite. 
ST. JOSEPH, MO. 7 
San Jose, Calif. 
Passaic, N. J. Address 
Branches and Warehouse Stocks in Principal Cities City, State eee a ees 
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Select ... 


Inject... 
Throw away! 


“We use disposable TUBEX injectables to save 
labor and money all through the hospital.” 


TUBEX injectables save labor, time, and 
money—in a period of rapidly rising hospital 
costs. This is proved in hospital studies.'! The 
TUBEX principle definitely increases efficiency 
at many hospital levels. It simplifies account- 
‘ing procedures. It provides better, simpler con- 
trol of narcotics and inventory. It eliminates 
the injectable work of central sterile supply. 
It abolishes medication preparation. It per- 
mits more efficient use of nurses’ time. And it 
removes a primary source of serum hepatitis. 


TUBEX disposable units supply at least 
75% of the medications required in hos- 
pital injection. 


1. Hunter, J.A., et al.: Hosp. Management 81:82 
(March) 1956, 81:80 (April) 1956, 83:86 (March) 
1957. Reprints are available from your Wyeth Terri- 
tory Manager or write Wyeth, P.O. Box 8299, Phila- 
delphia 1, Pa. 


CLOSED-SYSTEM INJECTION 


Phitadeiphia 1, Pa. 
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officers, 


trustees and councils 


President 


Ray Amberg, University of Minnesota Hospitals, Min- 
neapolis 14 


President-Elect 


Russell A. Nelson, M.D., 
Baltimore 5 


Johns Hopkins Hospital, 


immediate Past President 


Tol Terrell, Shannon West Texas Memorial Hospital, 
San Angelo, Tex. 


Treasurer 


John N. Hatfield, Passavant Memorial Hospital, Chi- 
cago 


Secretary 


Edwin L. Crosby, M.D., 18 E. Division St., Chicago 10 


Board of Trustees 


Ray Amberg, ex officio, chairman, University of Min- 
nesota Hospitals, Minneapolis 14 

John N. Hatfield, ex officio, Passavant Memorial Hos- 
pital, Chieago 11 

Russell A. Nelson, M.D., 
Hespital, Baltimore 5 

Tol Terrell, ex officio, Shannon West Texas Memorial 
Hlospital, San Angelo, Tex. 


Term Expires 1959 

Abbie E. Dunks, Boston Dispensary, Boston 11 

Reid T. Holmés, Carolina’ Baptist Hospital, 
Winston-Salem 7, Cc 

Ray K. Swanson, Hospital, Minneapolis 4 


ex officio, Johns Hopkins 


Term Expires 1960 

Rt. Rev. Msgr. Edmund J. Goebel, archdiocesan direc- 
tor of hospitals, Milwaukee 12 

Rear Adm. B. W. Hogan, MC, USN, surgeon general, 
Department of the Navy, Washington 25 

Carl C. Lamley, Stormont- Vail Hospital, Topeka, Kans. 


Expires (961 
» KR. Easton, M.D., Royal Alexandra Hospital, Ed- 
monton, Alta. 

Frank SS. Groner, Baptist Memorial Hospital, Memphis 
3. Tenn. 

Clarence E. Wonnacott, Dr. W. H. Groves Latter-Day 
Saints Hospital, Salt Lake City 3, Utah 


Coordinating Council 
Russell A. Nelson, M.D., 


Hospital, 

Ray Amberg, ex o 

J. Anderson, Memorial Hospital, Rochester 
28, 

E. Dwight Barnett, M.D., 
Center, Palo Alto, Calif. 

Robin C. Buerki, M.D., Henry Ford Hospital, Detroit 
» 


chairman, Johns Hopkins 


Palo Alto-Stanford Hospital 


Stanley A. Ferguson, University Hospitals of Cleveland, 
Cleveland 6 

Charles Garside, Associated “Hospital Service of New 
York, New York 16 

T. Stewart Hamilton, M.D., 
ford 15, Conn. 

Mrs. Chester A. Hoover, Santa Monica Hospital, Sante 
Monica, Calif. 

Boone Pouwelk, Baylor University Hospital, Dallas 10, 
ex. 


Hartford Hospital, Hart- 


Council on Administrative Practice 


Chairman: Stanley A. Ferguson, University Hospitals 
of Cleveland, Cleveland 


Term Expires 1959 

Sister Mary Brigh, R.N., St. Mary's Hospital, Roches- 
ter, Minn. 

Riley MeDavid, Kenosha Hospital, Kenosha, Wis. 

Richard T. Viguers, New England Center Hospital, 
Boston 11 


Term Expires 1960 
Ilorace M. Cardwell, Memorial Hospital, Lufkin, Tex.¢ 
George A. Hay (vice chairman), Uospital of the 
Woman's Medical College of Pennsylvania, Philadel- 
Clyde WL. Baptist Hospital, Bir- 
mingham 11, 


Term Expires 196! 

Mark Berke, Mount Zion Hospital and Medical Center, 
San Franciseo 15 

James M. Crews, Methodist Hospital, Memphis 4, Tenn. 

William KK. Klein, Long Island College Hospital, 
Brooklyn 1, N.Y. 


Secretary: Richard L. Johnson, 
Chicago 10 


18 E. Division St., 


Council on Association Services 


Chairman: Boone Powell, Baylor University Hospital, 
alias 10, Tex. 


Term Expires 1959 

John A. Dare, Virginia Mason Hospital, Seattle 1 

Pat N. Groner (vice chairman), Baptist Hospital, 
Pensacola, Fla. 
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James P. Dixon, M.D., 


Donald M, Rosenberger, United Hospitals of Newark, 
Newark 7, N-J. 


Term Expires 1960 
Leo M. Lyons, American Protestant Hospital Associa- 
tion, Chicago 3 


R. Prangley, St. Luke's Hospital, Denver 3 


Abram L. Van Horn, M.D., Kate Macy Ladd Con- 
valeseent Home, Far Hills. N.J. 


Term Expires (961! 

Avery M. Millard, California Hospital Association, San 
Francisco 2 

Sister Rose Marie, St. Mary's Hospital, Pierre, S. Dak. 

Rev. Granger Westberg, University of Chicago Clinics, 
Chicago 37 


Secretary: Edmond J. Lanigan, 
Chicago 1 ; 


18 E. Division S8St., 


Blue Cross Commission 


Chairman: Charles Garside, Associated Hospital Serv- 
ice of New York, New York 16 


Term Expires 1959 

H. Charles Abbott (vice chairman), Hospital Service 
of Southern California, Los Angel 

Kenneth B. Babcock; M.D., Joint on 
é¢reditation of Hospitals. Chicago 11 

Charles Garside, Associated Hospital Service of New 
York, New York 1 

Elisha M. Herndon, Hospital Care Association, Inc., 
Durham, N.C. 

Walter R. McBee (treasurer), Group Hospital Serv- 
ice, Inc., Dallas 22, Tex 

John B. Morgan Jr.. 
Youngstown 7, Ohio 

Stanley H. Saunders, Hospital Service Corporation of 
Rhode Island, Providence 2, R.I. 


Associated Hospital Service, Inc., 


Term Expires (960 

George T. Bell, Hospital Service Association of North- 
eastern Pennsylvania, Wilkes-Barre, Pa. 

Joseph O. Burger, Nebraska Blue Cross Hospital Serv- 
ice Association, Omaha 2, Nebr. 

Frank S. Groner, Baptist Memorial Hospital, _Memphis 


enn. 

Ralph G. Hammersley Jr., Associated Hospital Serv- 
ice of Capital District. Albany 16. N.Y. 

William S. MeNary, Michigan Hospital Service, De- 
troit 26 

Joseph A. Monaghan, 
monton, Alta. 

H. F. Singleton, Blue Cross-Blue Shield of Alabama, 
Birmingham 5, Ala. 


Alberta Blue Cross VPlan, Ed- 


Term Expires (961! 

Rt. Rev. Msgr. Robert A. Maher, diocesan director of 
health and hospitals, Toledo 2, Ohio 

Director: Kichard M. Jones, 425 N. Michigan Ave., 
Chicago 11 


Council on Government Relations 


Chairman: Robin C. Buerki,; M.D., Henry Ford — 
pital, Detroit 2 


Term Expires 1959 

Edwin B. Peel, Georgia Baptist Hospital, Atlanta 3 

Martin R. M.D., Mount Sinai Hospital, 
New York 

William L. Wilson (vice chet man), Mary Hitcheock 
Memorial Hospital. Hanover, N.H 


Term Expires 1960 

Harry E. Panhorst, Washington University Clinics, St. 
Louis 10 

Harold Prather, 
mond 27, Va 


Richmond Memorial Hospital, Rich- 


Kenneth Wallace, St. John's Hospital, Tulsa 4, Okla. 


Term Expires 196! 

Department of Public Health, 
502 City Hall Annex, Philadelphia 7 

Kenneth Holmquist, Bethesda Hospital, St. Paul 1 

Rev. John J. Humensky, Ph.D., Catholic Charities 
Bureau, Diocese of Cleveland, Cleveland 14 


Secretary: Kenneth Williamson, Washington Service 
Bureau, Mills Bldg., 17th St. and Pennsylvania Ave., 
N.W., Washington 6 


Council on Hospital Auxiliaries 


Chairman: Mrs. Chester A. . Hoover, 
Hospital, Santa Monica, Calif. 


Santa Monica 


Term Expires 1959 
Mrs. Columbus Conboy, St. Joseph Infirmary, Louisville 


7, Ky. 
Mrs. Sinton P. ‘Hall, Children’s Hospital, Cincinnati 


F. Ross Porter, Duke Medical Center Foundation, Duke 
Hospital, Durham, N.C. 


Term Expires 1960 
Guy M. Hanner, Good Samaritan Hospital, Phoenix, 
Z. 
Mrs. Harry Milton, Jewish Hospital of St. Louis, St. 
*Louis 10 
Laura Vossler, Columbia-Presbyterian Hospital in the 
City of New York, New York 32 


OF THE AMERICAN HOSPITAL 


Term Expires 196! 

Mrs. Palmer Gaillard Jr. 
Infirmary. Mobile 16. Ala 

Mrs. Leonard A. Lang. Cambridge State School an) 
Hospital, Cambridge. Minn. 

Mrs. Kurt A. Scharbau. Rociford Memorial Hospital. 
Rockford, Tl. 


Secretary: Tatricia Sussmann, 
Chicago 10 


(vice chairman), Mobile 


18 E. Division 8t., 


Council on Planning, Financing 
and Prepayment 


Chairman: J. Milo Anderson, Strong Memorial Hos- 
pital, Rochester 20, N.Y. 


Term Expires 1959 

Alfred Paul Bay, M.D., Topeka State 
Kans. 

Wesley G. Lamer. Physicians and Surgeons Hospital. 
lortland 9, Ore. 

Sidney Liswood, New Mount Sinal Hespital, Torente 
2. Ont. 


ospital, Topeka, 


Term Expires 1960 

Herman Herold, North Louisiana Sanitarium, Shreve- 
port 7. La. 

Delbert L. Pugh, Columbus Hospital Federation, Colum- 
bus 3, Ohio 

Sister Mary Vincent, R.N., 
Antonio 7, Tex. 


Santa Rosa Hospital. San 


Term Expires 196! 

Dean A. Clark, M.D. (vice chairman), Massachusetts 
General Hospital, Boston 

John D. Porterfield. M.D.. deputy surgeon general, 
Public Health Service, Washington 25 

John H. Zenger, Utah Valley Hospital, Provo, Utah 


Secretary: Hiram Sibley, 18 E. Division St., Chicago 
10 


Council on Professional Practice 


Chairman: T. Stewart Hamilton. M.D., 
Hospital, Hartford 15, Conn 


Term Expires 1959 

George E. Cartmill Jr., 

Edna 8S. Lepper. R.N., 
tal, Boston 14 

W. W. Stadel, M.D., San Diego County General Hos- 
pital, San Diego 3, “alif. 


Term Expires (960 

Louis B. Blair, St. Luke's Methodist Hospital, Cedar 
Rapids, lowa 

Gerhard Hartman, Ph.D., 
Iowa City, Iowa 

Leon C. Pullen Jr., 
ti: Decatur, Il. 

Term Expires 196! 

Leonard QO. Bradley, M.D., 
tal, Winnipeg 3, Man. 

Richard PD. Vanderwarker, Memorial Center for Cancer 
and Allied Diseases, New York 21 

David B. Wilson, M. > (vice chairman), University 

Miss. 


Hartford 


Harper Hospital, Detroit 1 
Massachusetts General Hospl- 


University Hospitals of lowa, 


Decatur and Macon County Hospi- 


Winnipeg General Hospi- 


Hospital, Jackson 5. 


Secretary: LeRoy E. ese M.D., 18 E. Division St.. 
Chicago 10 


Council on Research and Education 


Chairman: E. Dwight Barnett, M.D., Pale - Alto- 
Stanford Hospital Center, Palo Alto, Calif 


Term Expires 1959 

Philip D. Bonnet, M.D. (vice chairman), 
chusetts Memorial Hospital, Boston 18 

Nelson F. Evans, University Hospital, Little Roek. Ark. 

Harold A. Zealley, Elyria Memorial Hospital, Elyria. 
Ohio 


Term Expires 1960 

Celeste Kemler, Valley View Hospital, Ada, Okla. 

J. Dewey Lutes, Woonsocket Hospital, Woonsocket, R_I. 

Harry M. Malm, Lutheran Hospital and Home Society, 
Call Bldg., Torrington, Wyo. 


Term Expires 196! 

Maj. Gen. Elbert DeCoursey, MC, USA, Army Medi 
cal Service School, Fort Sam Houston, Tex 
Charles S. Paxson Jr., Hahnemann Hospital. hiladel 
phia 2 
James W. 
apolis 14 


Secretary: Daniel S. Schechter, 
Chicago 10 


Executive Staff 

Edwin L.°Crosby, M.D., director 
Maurice J. Norby, deputy director 
Kenneth Willidinson, associaie director 
Madison B. Brown, M.D., 
LeRoy E. Bates, M.D., assistant director 


Massa- 


=> 


Stephan, University of Minnesota, Minne 


18 E. Division St.. 


associate director 


James E. Hague, assistant director 
Edmond J. Lanigan, assistant director 
Alan E. Treloar, Ph.D.. assistan! director 


John E. Sullivan, controiler 
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Choose the 


the DEBS 


® 


Rocker 


‘Functional! 
adjusts to sitter’s weight—automatically te 
right, comfortable angle . . . affords proper 


perfect for early ambulation seating .. . ess 
rocking action is gentle, tefision, fatigue 
Beautiful! 

e approved by leading A.I.D. desorators as excellent 
design—for use with all furpiture styles 


choice of 10 decorator . . 4 wood finishes 


— 


Built for rugged institutional use! 

¢ cantilevered arms, seat—strongest joint known—arms 
bear the weight of a standing man! 

tempered carbon ‘auto springs extend from arm-backs 
to floor for completely effortless rocking motion 

e wall-saver floor runners take minimum floor space— 
laminated hardwood parts 

seat frame, resilient no-sag springs 


-clean 32-oz. elastic-backed U.S. Naugahyde® 
over cotton felt and sisal padding 


<8 
whe 


Insist on Lazy-D—the only chair 
with all these quality features 


Send for free brochure with upholstery swatches, colors, prices 


DEBS HOSPITAL SUPPLIES, INC. 
5990 Northwest Highway °* Chicago 371, Ill. 
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introducing the autens 


Robert E. Linde, assistant profes- 
sor of accounting at the Univer- 
sity of Texas, Austin, suggests 
that hospital 
budgets can be- 
come millstones 
or management 
aids depending 
how they are 
prepared and 
applied in his 
article on p. 37. 
~ In addition to 
teaching at the 
University of 
Texas, Be 
Linde has served as an instructor 
in accounting at the University of 
California, Los Angeles, where he 
received his masters degree in 
business administration. He is’ cur- 
rently working for his doctorate 
at the University of Michigan, 
where he has also served as an 
instructor. 

A consultant on hospital ac- 
counting problems, Mr. Linde has 
cooperated with the American 
Hospital Association in a number 
of accounting and business prac- 
tice projects. 


MR. LINDE 


Mr. Linde is/ president of the 


University of Texas chapter of 
Beta Gamma Sigma, honorary 
commerce society. | 


J. E. Jonsson, chairman of the 
board for Texas Instruments In- 
corporated, Dallas, discusses what 
internal and ex- 
ternal charac- 
teristics indus- 
try looks for in 
a new commu- 
nity in his ar- 
ticle on p. 44. 
He also outlines 
the services a 
company can 
offer the com- 
munity. 

Mr. Jonsson 
has been associated with Texas 


MR. JONSSON 


Instruments for more than a quar-— 


ter of a,century. In May 1930 he 
took charge of the one-room lab- 
oratory for geological exploration. 
As the company grew, Mr. Jonsson 
assumed more and more respon- 
sibility, first as secretary and later 
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as treasurer and vice president. In 


1950 he was elected president and 
director of Texas Instruments In- 
corporated and nine months ago 
was named chairman of the board. 

Mr. Jonsson is serving his sec- 
ond term as president of the Dal- 
las Chamber of Commerce. He is 


also a member of the board of. 


directors, American Management 
Association; president and board 
chairman, graduate research cen- 
ter, Southern Methodist Univer- 
sity; and trustee, Texas Research 
Foundation. | 


Ward Darley, M.D., reports the Na- 
tional Intern Matching Program, 
Inc., has matched more than 45,000 
medical students with hospitals of 
their choice without an error dur- 
ing the seven years the program 
has been in operation (p. 50). In 
addition to serving as executive 
secretary of the program, Dr. Dar- 
ley also serves as executive direc- 
tor of the Association of American 
Medical Colleges, Evanston, IIl. 


He is a past president of the “as- 
sociation. 

Dr. Darley is currently a mem- 
ber of the Surgeon General’s con~ 
sultant group 
on medical ed- 
ucation, - United 
States Public 
Health Service. 

Prior to his 
present affilia- 
tion with the in- 
tern matching 
program, Dr. 
Darley spent a 
number of years | 
at the Univer- 
sity of Colorado, both as a student, 
teacher and administrator. He re- 
ceived his A.B. and M.D. degrees 
at the University and served his 
internship and residency at the 
University’s hospitals. He served 
as a professor of medicine before 
his appointment as dean of the 
school of medicine. He also served 
as president and vice president of 
the University of Colorado. 


DR. DARLEY 


ANNOUNCING 


Lith Annual Short Course fn 


HOSPITAL HOUSEKEEPING 


March 30 to May 21,1959 


Sponsored by the American Hospital Association in cooperation with 
Michigan State University, Kellogg Center for Continuing Education 


And again this year Huntington Laboratories 


ottering FEN SCHOLARSHIPS 


For details, write: 
American Hospital Asso- 
ciation, Huntington Lab- 


oratories Educational . 


Fund, 840° North Lake 
Shore Drive, Chicago 11, 


‘IHinois. Deadline for ap- 


plications is February 9, 
1959. Huntington Lab- 
oratories has no part in 
the selection of winners. 


Anyone you select is eligible to compete... the Short Course 
in Hospital Housekeeping has but one objective — better pa- 
tient care through better hospital housekeeping. ; 

Anyone you select from your hospital may attend the 
course and is eligible to compete for a Huntington Labora- 
tories scholarship. The rules are simple. The person must 
presently be employed by a hospital, or promised employ- 
ment upon completion of the course. Two letters of reference 
are necessary, plus a statement of 500 words or less from the 
person you select on ‘“‘What benefits I expect to obtain from 
the Short Course in Hospital Housekeeping.”’ Each scholar- 
shi» will cover the major portion of the room, board, tuition 
and book costs (approximate value, $300.00). 


HUNTINGTON LABORATORIES 


INCORPORATED 


Huntington, Ind. Philadelphia 35, Penna. « Toronto-2, Ont. 
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now... for the first time... 
 ¢wo new oxygen-tent units that are 


AQUALORS 


Just remove door on top. Then wash the coils with 
hose or large volume of water! 


.. Don't worry! Large-diameter drains 
mean quick removal of wash-water. 


A great convenience to service personnel. 


Only McKesson Aqualors have this feature! 


100% HUMIDITY MAINTAINED 
BY THIS MODEL 1150! 


Nebulizer is located in bellows-tube 
connection. Easily removed by service 
personnel. 


STANDARD AQUALOR (Model 
1155) is identical to Model 1150, ex- 


Lighted 
Control Panel 


» note oxygen flowmeter 
(center), temperature and 
ventilation controls (left 
and right), oxygen con- 
trols (bottom). | | 


me 


for full 
information 
| AQUALOR 
OXYGEN TENTS | | 


McKESSON APPLIANCE COMPANY *° TOLEDO 10, OHIO 
14 HOSPITALS, J.A.H.A. 
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No other dinnerware offers all the advantages of 


DECORATED 


| i | tour foot for complete drainage and fastest air 

Veu-We- Fs ls drying. No other dinnerware is molded to PMC’s 

specifications of quality which ensure greatest 

| - resistance to breakage as well as the finest suy- 

Plastics Manufacturing Co. dishes are the finest face finish, And PMC dinnerware is made /of 

on the market because of correct design, crafts- melamine for durability, for economy and 

manship and material. There is a piece for every _ for beauty. 

purpose, every piece is designed to. stack per- “Fleur-De-Lis” is the newest PMC pattern. 

fectly for conservation of space and ease of It gives beauty beyond expectation for the subtle 
handling, and every piece has the exclusive con- enhancement of every meal. 


See “Fleur-De-Lis” at your favorite dealer's or write 


PLASTICS MANUFACTURING CO., makers of famous DALLAS*WARE and TEXAS*WARE. 
Dept. H-159 2700S. Westmoreland Ave., Dallas 33, Texas i 
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Looks like a bed — not a piece of 


- gurgical apparatus. This tends to 


make the patient feel more “at 
home,” more assured of recovery 


status. 


27 x 12 x 1” storage tray is stand- 
ard equipment. Adds to conven- 
ience particularly when moving 
patient from area to area. Attaches 


at either end of bed. 


Hard’s Slida-Side, the modern, a 


space-saving, time-saving safety 
side is standard equipment. 


30” width Recovery Bed standard, 
No. 1483RG and 1484RG. Avail- 
able also in 36” width, known as 


Hard Converta-Bed. No. 1485PG. 
Foot guard, Bucks Extension. Bier- 


hoff Crutches, available as acces- 
sories. 


EYE BED 
Head piece re- 
moved. Bed per- 
mits access for 
eye work or other 
activities at the 


ORTHOPEDIC 
BED 
When both head 
and foot pieces 
are removed, the 
bed will accom- 
modate standard 
round tube over- 
head fracture 
frame for ortho- 


REGULAR ROOM BED 


The bed is a handsome furniture 
piece that looks well in the standard 
modern hospital room, and works in 
conjunction with other hospital 
room furniture and equipment. 
HARD '’s 12-year guaranteed PG 
16-position spring provides Tren- 
delenberg, Fowler and Hyper- 
Extension as well as all standard 
treatment positions. 


No. 1484RG 30” WIDTH 


head area. 


THE MANY-PURPOSE BED 


THAT FILLS ALL YOUR NEEDS 


HARD 


RECOVERY BED 


Here’s the most versatile bed 


ever made for hospital use. Designed 
for recovery or intensive care areas, it serves a 
variety of other purposes as well. 


RECOVERY BED 


Bed is equipped with fittings for 
1506PG Slida-Side Safety Sides 
which offer greatest possible protec- 
tion, especially when bed is used for 
recovery. Large ball bearing casters 
make this an easy bed to move from 
Recovery or Intensive Care Areas to 
patient’s room. 


FRACTURE 
BED | 

With head or foot G 
piece removed, end 
of bed is flush with 
mattress surface, al- 
lowing a direct pull 
at mattress level for 
traction with Bucks 


Extension. 
DELIVERY | 
BED ant 


Bierhoff knee 
crutches quickly 
and easily installed 
at foot end for : 
emergency deliver- 
ies. 


No. 1486PG 36” WIDTH 


HARD MANUFACTURING COMPANY 


BUFFALO 7,NEW YORK =< 


FOUNDED IN 1876 
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» NEW YORK CITY HOSPITAL RECOGNIZES UNION—Montefiore Hospital, New 


York City, has agreed to recognize a union representing 600 of its 750 

unskilled workers as sole collective bargaining agent for the group. 
The hospital also stated that it would work jointly with the union in 

trying to obtain more city funds to pay a _ wage increase to its em- 


ployees as soon as possible. The 
actions averted a strike. The union 
involved is Local 1199, Retail Drug 
Employees Union, which conducted 
a two-month organizing campaign 
at the hospital. 

The hospital stated that its ac- 
tions were taken “without rancor” 
and with a considerable feeling of 
pride for its own employees who 
had shown “tenacity, courage and 
a high degree of responsibility” in 
fighting for their rights. 

It also commended the em- 
ployees and their union for join- 
ing the hospital in its efforts to 
awaken the community to the 
economic plight faced by the city’s 
81 voluntary, nonprofit hospitals 
and to the substandard wages paid 
to more than 30,000 unskilled em- 
ployees in these hospitals. 

“Together, and with the addi- 
tional pressure of organized labor 
behind us, we hope we can con- 
vince the city administration that 
we cannot pay adequate wages as 
long as we receive only $16 per 
day for ward care of city patients 
which @osts us $27 a day,” the 
hospital said. “In the long run, a 
more realistic approach to hospital 
costs, greater reimbursement and 
higher wages, may actually cost 
less in terms of lower staff turn- 
over, better service and the re- 
moval from the relief rolls of 
many hospital employees who now 
receive supplementary welfare al- 
lowances because their salaries are 
insufficient to support themselves 
and their families.” 


REPORT FROM WASHINGTON—A re- 
port on the major health bills 
which may be introduced during 
the next Congress is presented be- 
ginning on p. 97. 


b REVIEW OF 1958—The outstanding 
events which took place in the 
hospital-medical field during the 
year just ended are reviewed be- 
ginning on p. 100. 
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TRELOAR RECEIVES PHS APPOINTMENT 
—Alan E. Treloar, Ph.D., director 
ve research for the American Hos- 
pital Associa- 
tion, has been 
named chief of 
the Statistics 
and Analysis 
Branch, Divi- 
sion of Research 
Grants, Public 
Health Service, 
Washington, 
DOG: Dr 
loar’s appoint- 
ment is effec- 
tive Feb. 1. Before coming to the 
American Hospital Association 
Dr. Treloar was professor of bio- 


DR. TRELOAR 


Statistics at the University of Min- 
nesota School of Public Health. 


> ACHA PLANS SECOND CONGRESS ON 
ADMINISTRATION FOR 1959—The 
American College of Hospital Ad- 
ministrators has 
scheduled its 
second annual 
Congress on 
Administration 
from Feb. 5 to 
7 in the Sher- 
man Hotel, Chi- 
cago. 

ACHA Presi- 
dent Anthony 
W. Eckert, di- 
rector of the 
Perth Amboy (N.J.) General Hos- 
pital said: “We intend to pre- 
sent guest speakers at four general 
assemblies. These will be promi- 
nent men from the fields of in- 
dustry and education, men who 


Worth Quoting 


have distinguished themselves by 
their impressive 
records. 


“The fourth general assembly 


speaker will be the winner of the 
Administrator’s .Award, a $500 
cash prize given by the college to 
the author of an outstanding book 
on the science of administration.” 

The winning author is to be se- 
lected by a Book Award Commit- 
tee headed by James A. Hamilton, 
director of the University of Min- 
nesota program in hospital admin- 
istration, Minneapolis. 

The Article Award Committee, 
headed by Richard Vanderwarker, 
vice president of the Memorial 
Center for Cancer and Allied Dis- 
eases, New York City, is: to select 
an outstanding article on the ad- 
ministrative process published in 
one of the seven major hospital 
field publications during 1958. The 
author is to be given a special 
plaque by the college. 

Also planned as part of the con- 
gress are: a series of breakfast 
seminars, reception and buffet, 
general luncheon for preceptors 
and their residents, special lunch- 
eon for women, and dinner meet- 
ings for alumni of courses in hos- 
pital administration. 


} CONTRIBUTIONS SOUGHT FOR GRAHAM 
L. DAVIS MEMORIAL—Funds for a 
portrait of the late Graham L. 
Davis, a past president of the 
American Hospital Association, dre 
being collected. The portrait is to 
be hung in the new AHA head- 
quarters building as a memorial 
to Mr. Davis who died July 4, 
1958, in an automobile accident. 

Contributions should be sent to 
the Graham L. Davis Memorial 
Fund, in care of the North Caro- 
lina Hospital Association, Box 
9601, Raleigh. 


“, . . Working with, for, and theenath people is the way in which a 
manager accomplishes his job. Maintaining good human relations is 
a manager’s responsibility. Providing human satisfactions from work | - 
output and relationships is a manager’s ébligation .. .”— Lawrence 
A. Appley, president of the American Management Association, in his 
book, Management in Action, published in 1956. 
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> GEORGIA HOSPITALS PARTICIPATE IN 
AREA-WIDE DISASTER PLANNING—Geor- 
gia hospitals within a 70-mile’ra- 
dius of Atlanta are establishing a 
program of mutual aid to be used 
in time of disaster, the Georgia 
Hospital Association reported. 

The plan was authored and is 
being directed by Gilbert Mc- 
Lemore, assistant administrator, 
Emory University Hospital, in his 
capacity as chief of the hospital 
division, Atlanta Area Civil De- 
fense. 

Under the plan, specific Atlanta 


hospitals will be linked to specific 
supporting hospitals in the outly- 
ing areas. Hospitals‘kave been as- 


signed in five geographic “clus- 


ters,” the association reported. 
Chairman of each cluster is to 
be an administrator whose hospi- 
tal is outside the metropolitan 
area. Each cluster is to consist of 
one or more Atlanta hospitals plus 
several in the outlying area. Clus- 


ter I, for example, consists of 


Crawford W. Long Hospital, At- 
lanta, plus hospitals in Bremen, 
Villa Rica, Douglasville, Dallas, 


NURSE CALL-TV-RADIO! 


Don’t Buy Separately! 


NOW GET ALL 3 IN A SINGLE PILLOW SPEAKER 


With No Cash Outlay! 
Why lay out needed cash for a single unit? Right now, discover how 
Dahlberg gives you Nurse Call/TV/Radio in ONE INSTALLATION 
. and you lease it ! Contact your Dahlberg 


NURSE-PATIENT INTERCOM ... 
always operative through Pillow 
Speaker. No other bedside inter- 
com equipment! 


TELEVISION ... TV stations received 
through Pillow Speaker, plus hos- 
pital-originated TV shows! 


RADIO, TOO! in same Pillow 
Specker! Local stations, plus closed 
circuit hospital station 


representative today ! f 


WORLD'S ONLY | 
All-In-One 
SPEAKER-MICROPHONE (7 7 
Patients Talk-Listen 
with nurse. Select, control 
hear TV and Radio . 
Quiet! Efficient! 


DON’T BUY SEPARATELY! LEASE! 
DAHLBERG All-In-One NURSE CALL/TV/RADIO 


Yes, you can afford this system! Dahlberg installs, 
services and maintains, all on exclusive no down pay- 
ment, no capital investment Lease Plan! Your hospital 
. can actually operate this system at a profit from the 
. very first day! 


GET MORE FACTS 


Contact your 
AHLBERG 


DAHLBERG, INC. 
Box 549, Minneapolis 40, Minnesota { 
I'm interested in your all-in-one Nurse Call/TV/Radio | 


and how it can be leased with no cash investment. | 
Please contact me with full particulars. 


representative 


THIS NO Wi | 


State 


INT 


Cedartown, and Carrollton. 

The other areas are similarly 
organized in different directions 
from Atlanta, GHA stated. Each 
cluster administrator is responsible 
for developing a group disaster 
plan. Further organizational meet- 
ings have been scheduled. 


} FOREIGN PHYSICIAN SCREENING 1S 
SUCCESSFUL: DR. SMILEY—-New hospi- 
tal accreditation tests of graduates 
of foreign medical schools have 
proved effective in screening out 
unprepared doctors it was re- 
ported in a Washington, D.C., 
speech by Dr. Dean F. Smiley, 
executive director of the Educa- 
tional Council for Foreign Medi- 
cal Graduates, Evanston, 

Dr. Smiley’s speech concerning 
the first results of a year-old ex- 
amination program sponsored by 
the medical education professions 
in the United States was delivered 
before the George Washington 
University Medical Society. 

Dr. Smiley said the examina- 
tions are so difficult, however, that 
it -has been decided to certify 
those who came close to the pass- 


ing grade on a provisional, lim- 


ited-stay basis. 

In the first tests last spring, Dr. 
Smiley reported, 298 applicants 
took the examinations and 152 (51 
per cent) made passing grades of 
75 or better. Another 50 (17 per 
cent) made near accreditation 


grades of 70 to 74. The second and 


most recent examinations, in Sep- 
tember, tested 844 applicants. Of 


these, 418 passed and 225 came 


close, he said. | 
More than 2300 others have ap- 
plied for the next examinations in 
February. Dr. Smiley said that ap- 
plicants who failed to make a 
passing grade but came within five 
points of it may be granted pro- 
visional approval for a two-year 
stay for internship or residency 
programs in accredited hospitals 
in this country. At the end of the 
two-year period, he said, they may 
retake the examinations should 
they want to remain here longer. 
Purpose of the accreditation 
procedure is to guard against 
medical impostors, cult practition- 
ers} and other untrained foreign 
medical graduates being admitted 
to American hospitals and Ameri- 
can medical practice. ‘ 
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CROSS- 


THE 


SOLUTIONS WITH NEW 


INDIVIDUALLY PACKAGED 


D&G SURGILOPE 
SUTURES 


With exclusive D&G double-envelope strip 
pack sutures each sterile, sealed inner en- 
velope is individually protected until the 
actual moment of use! Bulk storage in jars 
and solutions—with all its accompanying 
uncertainties—is outmoded. A new standard 
of safety at the suture level is established. 


Now available in a complete suture line—absorbable 
and non-absorbable! 


AMERICAN CYANAMID COMPANY 
SURGICAL PRODUCTS DIVISION 
NEW YORK, N.Y. 


Producers of Davis & Geck Brand Sutures and Vim® Brand Hypodermic Syringes ana Needles. 
Sales Office: Danbury. Connecticut. - Distributed in Canada by: Cyanamid of Canada Limited, Montreal 16, P.Q. 
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361 SIXTH AVERVUE NEw 13, 


AS OF JANUARY 1, 19389 
OUR NAME WILL BE CHANG ED 
FROM 
INSTITUTIONAL PRODUCTS CORPORATION 


IPCO HOSPITAL SUPPLY 
CORPORATION 


THE SAM-E ADDRESS: 


AND 
THE SAME DEPENDABLE, 
COMPLETE. SOURCE 
FOR HOSPITAL SUPPLIES 


AND EQUIPMENT 


BRANCH OFFICES: 
6611 NORTH LINCOLN AVE., CHICAGO 45, ILL. 
9109 SOVEREIGN ROW. DALLAS 35, TEXAS 
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one roving x-ray unit safely provides 
) high-power x-ray in every room 
of the Operating suite* 


» Every room on the O.R. floor can now enjoy 

high-power x-ray facilities fully equivalent to those 

of the regular x-ray department. Simply wheel — 

the Picker OR 300 Mobile Unit to whichever room 

requires x-ray, plug it in, and you’re all set for the job. 

Completely self-contained: there’s nothing to install 

in the several rooms except power outlets 

to run the machine. Safe to operate in explosive 

atmospheres, it permits use of any gaseous j 
“anesthetic. Get the facts about this remarkable } 

apparatus from your local Picker representative. 
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Plastic mattress covers 


We would like information con- 
cerning the use of plastic mattress 


covers in rooms where oxygen is being . 


administered. 


Since oxygen itself it not an ex- 
plosive gas, the use of rubber or 
plastic mattress covers is probably 
no more hazardous than cotton. 
As a special safety precaution, 
however, it may be wise to require 
that only mattresses covered with 
the same material as that used on 
mattresses in operating rooms be 
used in the presence of oxygen. 

In a room where oxygen is the 
only commercial gas being used, 
the hazard exists when a source of 
ignition prevails in the room. The 
danger in this case is due to the 
fact that if combustible material 
such as bed linen is ignited, it will 
burn much more rapidly in an 
oxygen enriched atmosphere than 
it would in pure air. 

We are not aware of a conduc- 
tive plastic material suitable for 
mattress covers. being manufac- 
tured at present. 

—G. A. WEIDEMIER 


Explaining the Mills Bill 


I wonder if you might be able to 
give me information concerning the 
Mills Bill which has recently been 
passed by Congress. I am particularly 
interested in what the passage of this 
bill will mean to the > Rane hos- 


pital. 

By the Mills Bill it is assumed 
you mean the Technical Amend- 
ments Act of 1958 which origi- 
nated as H.R. 8381 and is now Pub- 


lic Law 85-866. Section 23 of the: 


Act amends Section 403 of the In- 
ternal Revenue Code of 1954 re- 
lating to the taxation of employee 
annuities. 

The principal reason for the en- 


actment of this Section, according: 


to both Congressional tax com- 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to ‘consult their own attorneys. 
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mittees, the House Ways and 
Means Committee and the Senate 
Finance Committee, was to correct 


- certain abuses in the purchase of 


employee annuities and to close 
the loophole on an ‘unintended 
tax benefit. It had been reported 
to these committees that certain 
tax-exempt organizations were 
payingé some of their part-time 
employees all or almost all of their 
compensation in the form of an- 
nuities. This gave such employees 
a special advantage since the tax 
on the full amount of their com- 
pensation could be deferred until 
they began to receive their an- 
nuities.: 

To better uadeeien the con- 


cern of the committees, under the 


present Internal Revenue Code 
(Section 403) -an annuity pur- 
chased by an employer (not a tax- 
exempt organization) for an em- 
ployee must be under a qualified 
nondiseriminatory type of plan if 


it is to be taxable at the time the 


employee receives the annuity 
payment rather than in the year 
payments were made for the an- 
nuity by the employer. 

This was in sharp contrast with 
the law before the enactment of 
this new legislation, where if the 
employer is a tax-exempt organ- 
ization (as described in Section 
501(c) (3) ) deferment of the tax 
in the case of .the employee was 
available up to 100 per cent of the 
annuity whether or not it was paid 
under a qualified nondiscrimina- 
tory type of plan. 


The new law now limits to 20 


per cent the portion of the compen- 
sation paid by a tax-exempt or- 
ganization which, for tax pur- 
poses, can be treated as deferred 
income. Actually, the intent of this 
amendment was” to substantially 
limit the amount of compensation 
which could be treated as deferred 
income. In practice, however, the 
effect of the amendment-has been 
to stimulate tax-exempt organiza- 
tions into establishing annuity pro- 
grams up to the 20 per cent level 
provided in the law. 


The new law also makes provi- 
sion for the “exclusion allowance” 
which is related to the number of 
years service one has with an 
eligible tax-exempt organization, 
i.e., a nonprofit hospital. Generally, 
this exclusion allowance (in the 
taxable year in which it is to be 
claimed) can be determined in the 
following way: 20 per cent of the 
current compensation multiplied 
by the number of years service; 
deduct from this sum all exclud- 
able premiums, if any, previously . 
paid.-—JOHN T. KELLY 


\ Three fund 
\ raising concepts 


At what point and in what manner 
should exploration of fund raising be 
undertaken during the course of a 
program of community planning for 
hospital facilities and services? 


It is difficult to give a definitive 
answer to such a question since 
each community has its own spe- 
cial situation. However, some of the 
general concepts which seem to be 
gaining acceptance in the field of 
hospital planning may be of in- 
terest. The first of these is that 
community planning has _ four 
phases: 

1. Organization of a planning 
program. 

2. Methodology of planning. 

3. Implementation of planning 
recommendations. 

4. Financing of recommended 
facilities. 

It is generally recognized that if 
one of these phases is done to the 
exclusion of another, much of the 
value from the total effort will 
be wasted. There seems to be 
agreement that the four. phases 
should be carried on ‘concurrently 
with greater emphasis being given 
to each step in turn. 

A second concept is that hospi- 
tals in a metropolitan area, when 
planning for. total. facilities and 
services needed during a five-year 


period, will find difficulty in financ- 


ing these total needs from funds 
raised within the community. Ex- 
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perience in a sufficient number of 
such communities now indicates 
that the funds that can be raised 
through a campaign need to: be 
augmented by borrowings, with- 
drawals of unrestricted endow- 
ment funds and specific grants. 

A third concept reveals that the 
pressure for funds has become so 
great that it is imperative that 
metropolitan communities coordi- 
nate future hospital construction 
in order to avoid unnecessary and 
costly duplication of facilities and 
services. This may include elimi- 
nation of outmoded or worn out 


Aiding a disabled homemaker 


Can you suggest any literature on 
methods of work simplification, home 
management and home arrangements 
which our hospital could make avail- 
able to a disabled homemaker to help 


her carry on normal household duties? 


You might suggest the follow- 
ing books: 

Rusk, Howard A. and Eugene J. 
Taylor. Living with a disability. 
Garden City, N.Y., Blakiston 
Co., 1953. $4. 

Rusk, Howard A. and others. Man- 
ual for training the disabled 


—U. S. Dept. of Labor, Women’s 


Bureau, Help for handicapped 
women. (Women’s Bureau 
Pamphlet 5) Washington, D.C., 
Government Printing Office, 
1958. 50 cents. 

This subject has also been cov- 
ered in periodical literature; among 
such articles are: 

Handicapped couple builds a 
: wheel chair house. Crippled 

Child, 30: 11+, Feb. 1951 
Hopper, D. A., Jr. Homes for the 

handicapped. Crippled|Chita. 31: 

8-9, June 1953 
There’s more to the kitchen than 
HOSPITALS, 


homemaker. (Rehabilitation meets the eye. 
facilit ll as 1 
Monograph VIII) New York, In- J.AH.A. 32: 19-20, March 16, 
7 ° stitute of Physical Medicine and 1958. 


low patient census. 

The complexity of these devel- 
opments seem to indicate quite 
clearly that planning for financing 
is to be done concurrently with 
‘ planning for hospital facilities and 
services. Today's fund raising 
counsel has become expert not 
only in technique of fund raising 
but also in the broader picture of 
hospital financing.—HIrRAM SIBLEY 


Rehabilitation, New York Uni- 
versity-Bellevue Medical Cen- 
ter, 1955. $2. 

Team approach to the rehabilita- 
tion of the handicapped home- 
maker; workshop proceedings, 
May 3l-June 3, 1955. Storrs, 
Conn., School of Home Econom- 
ics and Division of University 
Extension, University of Con- 
necticut. $1. 


Turner, T. Arthur and Nicholas 
Shuman. Houses for the handi- 
capped. Today’s Health. 35: 20- 
23, August 1957 ¢ 
The National Society for Crip- 

pled Children and Adults, Inc., 

2023 W. Ogden Ave., Chicago 12, 

Ill., can offer additional sugges- 

tions on literature for or about 

the handicapped homemaker. 
—HELEN YAST 


arations. 


And patients welcome the extra comfort, “ 
TUCKS — soothing, astringent, cooling to inflamed tissue. 

TUCKS — ideal as a dressing or a wipe—can be kept at the 
bedside for use by the patient or nurse. 


Greater comfort...simpler care 
with — time-saving 


+ soft cotton flannel pads 
saturated with witch hazel 
(50%) and glycerine 
(10%), pH about 4.6 


Your hospital profits because TUCKS SAVES NURSES’ TIME 
— ready-to-use wet dressings—simple to apply—easily kept in 
place—TUCKS eliminates time and expense of special prep- 


extra attention” of 


: ‘For a generous sample of TUCKS—enough for sev- ; 
1 eral hospital patients—complete and return this card: | 
! NAME. eeeeees . TITLE 
MINNEAPOLIS 16, MINNESOTA |! 
ZONE...... STATE... | 
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KLENZADE 


RS 
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MED-1-KLEEN 


Cleans up blood soil. Ideal 
for stainless steel, glass, rub- 
ber, instruments. 


MED-I-SOLVE 


Removes mineral and lime de- 
posits. Nursing bottles, 
syringes, carafes, glassware. 


SURG-I-KLEEN 


Excellent for general cleaning, 
odor and mold control. Com- 
bats contamination. 


MW 


“ity 


DIOPHOR 


lodine base detergent — sani- 


Designed for Your Individual Institution 


damp mopping floors, wood- Nothing short of a Sanitation Survey for all departments can point the 
— way to cross-infection control. Klenzade is the first to provide this 
service through competent sanitation technicians. Findings are re- 


ROSE solved into a workable sanitation program based on tested cleaning 
Gentle quaternary sanitizer and sanitizing routines. Where necessary, help is trained and alerted 
with excellent bacteriostatic + di id ‘bili R di d h 
properties, Contains corrosion Individua responsi ities. Result: a coorainate program in whic 
inhibitor. | everybody participates . . . Total sanitation in every department can 
ee se be yours — through this practical, economical survey-planned Klenz- 
NOS-O-SAN ade program. There's no obligation in finding out. 
Liquid cleaner with phenolic- : 
type germicide for manual : We'll Gladly Bring You All the Facts 
cleaning and floors. : 
KLENZADE PRODUCTS, INC., BELOIT, WIS. 
1! Please Have Your Representative Call 
INDIVIDUAL 
By Trained , 
Systematized Sanitation \ : ADDRESS 
All Over the Nation | | BEST TIME TO CALL 
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TOTAL CLEANLINESS 
> 
ens! | ay THE 
t 
Departmental Boundaries Don’t Stop “Staph”’ \\ | 
tizer. General equipment; 


THE FIRST REALLY N 


“REALLY PRACTICAL 


TRULY ECONOMICAL 


PATIENT GOWN 


Geo. Berbert & Sons Inc., Denver, Colorado 

Bischoff's, Oakland, California 

Colonial Hospital Supply, Chicago, Illinois 

Columbus Hospital Supply, Columbus, Ohio 
Debs Hospital Supply, Chicago, Illinois 

Fidelity Medical Supply, Dayton, Ohio 

G. A. Ingram Co., Detroit, Michigan 

invalid Equipment & Supply Co., Marion, Indiana 

Mills Hospital Supply Co., Chicago, Illinois 

T. J. Noonan Co., Boston, Mass. 

Physicians & Hospitals Supply Co., Minneapolis, Minn. 

The Schuemann-Jones Co., Cleveland, Ohio 

Shaw Surgical Co., Portland, Oregon 

Shipmen Surgical Company, Seattle, Washington 

Surgical Sales Co., Portland, Oregon 

U. S. Hospital Supply Co., New York, N. Y. : 


THE PALM PATIENT GOWN COMPANY _ Western Surgical Supply Co., Los Angeles, California 
64 Old Orchard Skokle, Illinois | 
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First patient gown designed to meet needs of 
modern medical and hospital techniques. Permits 
instant exposure of any part of a patient without 
removing, tearing, cutting orslitting gown. Modern ¢ 
foolproof snap closures on sleeves make it possible ° 
to change immobile patient’s gown without dis- 

comfort or interruption of intravenous feeding. In: 
preferred 40” length. Also available in small and 

large sizes. Pre-shrunk bleached pajama check. 

Unnecessary to iron. Extra roomy neck and sleeves. 

Our representatives have full details on how your 

hospital can save time and money by making Palm 

your standard patient gown. : 
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> 
233 
OS 


ghiniens and ideas 


by MRS. IRENE LABAHA 


hag START with the admission of 
: a patient. As far as being a pa- 


tient in the hospitals in Europe 


where socialized medicine is in 
effect, every patient must go 
through a clinic before admission 
to the ward. This usually takes 
from one to three hours. 

Several doctors come to see you. 
You really don’t know who the 
doctors are. In my experience, the 
first doctor was a head doctor and 
the only one who spoke English. 
. . . The physical was done in the 
examining room. The doctors ob- 
tained the blood specimen and 
urine specimen. Blood pressure 
was also taken in the examining 

In the United States, the admis- 
sion took only 20 minutes. Most 
clinical admission procedures took 
place on the ward. | 


CLOSED DOOR POLICY 


As far as noise is concerned, 
the doors to rooms in Europe are 
always closed. If a patient needs 
constant attention, a nurse is as- 
signed. There is no private duty 
nursing in Europe. This closed door 
policy keeps noise at a minimum 
in comparison to U. S. hospitals 
where doors to patients’ rooms are 
open at all times. 

There was no loud noise in the 
corridors in the European hospi- 
tals I visited. The patient’s illness 
was respected. In the United 
States, the nurses’ station is out 
in the open. Occasionally groups 
of doctors converse in the corri- 
dors. Patients hear reports from 
nurses. There are loud noises in 
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“WHAT IT’S LIKE TO BE A PATIENT— 
in Europe and the United States 


As part of the seminars, “My Job and Patient-Public Relations,” con- 
ducted by the Connecticut Hospital Association last year, Mrs. Irene 
Lubaha compared the patient care she received in Europe and the United . 
States. Mrs. Labaha, who is a clinical instructor at Waterbury (Conn.) 
Hospital, was hospitalized for 3 days in a Stockholm (Sweden) hos- 
pital and for 14 days in a Copenhagen (Denmark) hospital. Returning 
to the United States, she spent 14 days here as a surgical patient. Ex- 


cerpts from her remarks follow: 


the corridors. I think personnel 
in U. S. hospitals sometimes for- 
get where they are. U. S. hospi- 
tals should stress more often that 
the hospital is a quiet zone.... 
The next item of comparison 
is food. Hospital food, I believe, 
is alike both in the United States 
and in Europe. The only difference 


is that it was cooked differently — 


in Europe. The hours for the meals 
in European hospitals were break- 
fast at 8; lunch at 12:30;)and 


_ dinner at 6. Juice was provided 


at 10 a.m.; tea and crackers at 
2:30 p.m.; and juice again at 9 
p.m. Water glasses were distrib- 
uted during the day. The main 
meal was served at noon. Separate 
dishes were used for vegetables. 
Dessert was brought in last. All 
ambulatory patients ate in a din- 
ing room on the ward. Breakfast 
consisted of buttered toast with 
cheese and tea. | 
In the United States, the meal 
times were: breakfast at 7:30; 
lunch at noon; dinner at 5. Nour- 
ishment—consisting of juice and 
milk with crackers—was served 
at 10 a.m.; 2 p.m.; and 8 p.m. 
Very large portions of food were 
served here, which I considered 
wastage. The trays. occasionally 
were placed where patients could 


not reach them. At times, when 


the patient’s food should have 
been cut it was not. All vegetables 


‘and gravy were placed on the main 


dish. When a patient has been 
on intravenous for several days 
and is eating her first meal, it is 
very unappetizing to see meat, 
vegetables and gravy ‘on the same 


dish. Water pitchers, here, were 
passed out in the morning and 
in the afternoon.-A typical break- 


_ fast consisted of fruit or juice, 


cereal, eggs, 


toast with butter, 
and coffee. 


SELF-CARE PRACTICED 


In comparing nursing care, the 
main difference is that patients 
are expected, more or less, to take 
care of themselves in Europe. 
Nurses helped doctors with many 
chores and did minor laboratory 
procedures. The wash basin was 
distributed at 7:30 a.m. All am- 
bulatory patients took showers 
and baths. The student or the 
graduate nurse straightened out 
your bed. There was no back 
care given. Medication and treat- 
ments were done either by the 
student or the graduate nurse. 
Face basins were offered in the 
evening with water for brushing 
teeth. Wash cloth and towel were 
Offered after each use of bedpan. 

Personnel in Europe were very 
careful when transporting patients 
on stretchers to the x-ray depart- 
ment. Patients had preference in 
elevators—they did not ride with 
trash cans, painters, etc. Person- 
nel used service elevators. You 
were visited daily by the head 
doctor, the first doctor, the sec- 
ond doctor, the medical students, 
the surgical supervisors, the head 
nurse and the student nurse. 

In the United States, for the 
first few days I had private duty 
nurses. Of course, from my pri- 
vate duty nurses, I received ex- 

(Continued on page 107) 


27 


| 


LOOK To Odleal 


_ IDEAL’S improved design is a result of additional research and 
development to make the IDEAL Mealmobile better than ever and more 


adaptable to all hospital centralized food service systems. 


NEW IMPROVED 
NEW COMPRESSOR 
LOCATION BEVERAGE WELLS 
| New design provides for com- 
plete drainage of contents of 
bility. beverage wells. 
2 NEW THERMOSTATIC 
CONTROLS 


Improved thermostatic control of 
beverage dispensing section 
provides better, more accurate 
control of beverage well heat. 


NEW IMPROVED 
TRAY GUIDES 
One piece, die-stamped 
design gives more strength, FEES =) 
Will accommodate any 
tray up to 16%” x 22%”. 
NEW CHILLING 
POSITION Provides 40° to 45° Cold Com- 
i partment temperature within 45 
New handle placement a minutes of pre-chill. A must for 
successful pre-loading of cold 


facilitates door opening. 
foods. 


Imitations which have been made of IDEAL’S | 
equipment are acknowledgments of its worth and superiority. But do not be 
mislead by a copy of IDEAL. When you buy a copy, you do not get 
many of the basic and fundamental design features which IDEAL has incor- 
porated in the original —the features which make IDEAL 
equipment the best in function, quality and design. 


Made only by the 


SWARTZBAUGH 


Want to improve 
your centralized 


food ic 
MANUFACTURING 
for assistance. COMPANY 


HOSPITAL EQUIPMENT 


MURFREESBORO, TENN. 
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“Now can you see why 
it's important to'pause 


Hollister 


the positive all-patient, 


Twins may dramatize the use of the Ident-A-Band by 


Hollister, but the need is shared by all patients. For the 
patient's protection and for yours, the American Hospital 
Association recommends all-patient identification in every 
hospital. The purpose is to leave no room for doubt .. . 
and no other identification is as positive as Ident-A-Band. 
It takes only seconds to insert the card and custom-fit an 
Ident-A-Band. The seal is permanent . . . not simply a 
fastening . . . and the skin-soft band assures comfort. 


ent-A-Band,; the original, 
on-patient identification 


Ident-A-Bands for OB are numbered—correlating 

with mother—as recommended by the American Hospital 
Association and the American Academy of Pediatrics. Your 
own hospital name is printed on your Ident-A-Bands to 
provide the final step in positive identification—and build 

public relations, too. In addition to its original posi- 
tive seal, Ident-A-Band now offers two new finger-pressure 
seals, thus meeting every need of every department. Write 


for samples, prices and information. 
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Company, North Orleans St., Chicago 10, Illinois 


They're fast becoming signs of the times, these convenient 
Hollister Bed and Room Signs. They reflect the need for 
complete efficiency in modern hospitals. Easy to read, 
quickly changed, and neat in appearance, these Hollister 


Signs have all the advantages that written reminders lack. 


The clear Plexiglas® sign attaches permanently to the bed. 
Vari-colored, plastic coated reminder ‘cards slide easily into 


place—highly visible, shielded from dust and dirt, and held 


THE SIGN OF 


HOSPITAL 
EFFICIENCY 


Beautiful Bed Signs 
by Hollister 


intake & OUTPUT 


securely as long as needed. Personnel feel more secure be- 
cause, no matter how busy, they can’t overlook these re- 
minders. Patients and visitors too are impressed by the 


cheerful and professional look of efficiency. 


In the complete system there are bed and room signs for 
every need, more than 100 reminder cards. Wall racks hold 
the cards at the nursing stations when not in use. Send for 


the free 16-page booklet, “Beautiful Bed Signs.” 


‘ 
= | 
A 
| | 
| 
Franklin C. Hollister Company, eo | | 
833 North Orleans St., | | 
Chicago 10, | 
a” i 
| 
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editorial notes 


—a grim incentive 


HE FLASH fire at Our Lady of 

the Angels School in Chicago 
stunned a nation. Gone are 92 
lives. But gone, too, must be any 
complacency that existed in the 
minds of those concerned with the 
safety of persons housed in insti- 
tutions. 

In its place is a kind of con- 
structive unrest that brings with 
it unmistakable signs of progress. 
In New York, Chicago, and many 
other cities, fire codes that had 
been considered adequate are 
being reappraised. Hospitals as 
well as schools are being ex- 
amined in the light of lessons 
learned from the tragedy. And, 
everywhere, disaster planning has 
received a grim incentive. 

For hospitals, the problem is 
compounded by their double ob- 
ligation: to plan for evacuating 
patients as well as admitting them. 

The Joint Commission on Ac- 
creditation of Hospitals stresses 
both of these points clearly in its 
accreditation requirements. It is no 


accident that fire safety require- 


ments for accreditation often ex- 
ceed those required by local stat- 
utes. As demanding as they are, 
these requirements are but the 
starting point for safety. As Dr. 
Babcock, JCAH director, has so 
often said, “accreditation stand- 
ards are but a floor to build on, not 
a ceiling.” And, in the words of 
the Commission, ‘No hospital, re- 
gardless of the excellence of the 
medical care afforded, can be ac- 
credited if the potential fire haz- 
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lance. 


ards within the building — 
the patients.” 

Keeping a hospital safe requires 
careful and: continued surveil- 
Buildings age. Personnel 
change. A disaster program that 


does not consider such factors is - 


soon outdated, and like an ,un- 

checked fire extinguisher, creates 

a false sense of security. ; 
The more publicized kind of dis 


aster plan, of course, enables the 


hospital to handle large numbers 
of casualties at unpredictable 
times. Here, Chicago’s hospitals 
supplied further proof, if further 
proof was needed, that emergency 
care can best be given when plan- 
ning has smoothed the way. The 
hospitals involved (St. Anne’s 
Hospital, Franklin Boulevard 
Community Hospital, Garfield 
Park Community Hospital, and 
Walther Memorial Hospital) had 
disaster plans. 
these plans was simple: to save 
lives and ease suffering. By fol- 
lowing their disaster plans, these 
four hospitals did just that. In so 
doing, they provided a convincing 


demonstration of the need for . 


standby equipment and services. 

In the words of Howard Cook, 
executive director of the Chicago 
Hospital Council: ‘‘An important 
fact that should not be overlooked 
in the tremendous job done by the 
four hospitals which eared for most 
of the disaster victims is that the 
hospitals had standby facilities for 
providing emergency care. The 
public frequently hears about the 
expense of maintaining this kind 


The purpose of. 


— 


of service from hospital adminis- 


_trators who are explaining the 


over-all hospital cost picture. But 
the public often fails to ‘reflect on 
this factor when a disaster has oc- 
curred and’ these life-saving fa- 
cilities have been utilized. With- 
out standby facilities, more lives 
would undoubtedly have been lost 
in Chicago; with them, more lives 


were saved. This is a factor which 
underlies much of the cost of run- 


ning a hospital. It is a factor which 
cannot be ignored.” 


—three shots for safety 


WO DISTURBING facts stand out 
from statistics recently re-. 
leased on poliomyelitis incidence. 
1. The first nine months of 1958 
was the first period in which the 
number of cases’of paralytic polio- 
myelitis has increased since the 
introduction of the Salk vaccine. 

2. Less than 10 per cent of those 
who contracted paralytic polio- 
myelitis during this period had 
the three basic Salk injections. 

The Public Health Service has 
intensified its educational cam- 
paign to encourage the 40 million 
persons under 40 who have had 
no Salk injections and the 16.6 
million who have had only one or 
two shots to get the full series of 


injections. Hospitals and hospital 


medical staffs can do a great deal 
to influence the public in this area. 
They have an obligation to do so. 
Now that the weapons for subdu- 
ing this disease are available, it 
would be tragic indeed if apathy 
should make them ineffective. 
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INTERVIEW WITH GEORGE BUGBEE 


he cover of this issue features a sketch of the 

new Association headquarters and a picture of 
George Bugbee. Such a combination seems particu- 
larly appropriate for this, the first issue of the Jour- 
nal emanating from the new building at 840 North 
Lake Shore Drive. As executive director of the Amer- 
ican Hospital Association, George Bugbee planned for 
this building. Under his leadership, the Association 
grew to a size and strength that made the old head- 
quarters hopelessly inadequate. 

Although Mr. Bugbee resigned as executive direc- 
tor of the Association in 1954 to become president 
of the Health Information Foundation, the position 
he still holds, his impact on the hospital field has not 
lessened. It has been said of him, that “to the whole 
post-war generation of hospital administrators, George 
Bugbee and the American Hospital Association are} 
inseparable concepts, like Babe Ruth and baseball.” 

Since graduation from the University of Michigan 
in 1926, George Bugbee has spent his whole life in 
hospital affairs. The first 17 years were devoted to 
‘service in individual institutions. But in 1943 he 
made a move which widened his service and benefited 
the entire hospital field. He became executive direc- 
tor of the American Hospital Association. 

The interview with Mr. Bugbee which follows, in 
which he discusses the Association’s past, present and 
future, and the problems facing the hospital world, 
was conducted by Dr. Edwin L. Crosby, director and 
editor of the Association. 


On the Association... 


Dr. Edwin L. Crosby: How many people worked for the 
Association when you first joined? 

_Mr. Bugbee: There were 12. When I left in 1954, I think 
it was around 100. What is it now, Ed? 

Dr. Crosby: About 150. Who were among the 12? 

Mr. Bugbee: Actually, the main staff person was Dr. 
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Bert W. Caldwell. I don’t think you realize how busy 
he was. He not only ran the convention with just 
clerical help but had only one fellow who sold ad- 
vertising. He was also the editor of the Journal and 
kept the Board minutes. 
There was a good deal of activity. The library was 
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sending out package libraries but it really was quite 
a static operation. The Journal had been going for 
several years; I guess it was started in 1936, but it 
was far from first in circulation, in pope tens. or 
anything else. 

Dr. Crosby: Who was your first sdancil secretary on a 
full-time basis? 


Mr. Bugbee: Kenneth Williamson [now associate di- 


rector of the Association and director of the Wash- 
ington Service Bureau]. Another early secretary was 
Dr. Hugo Hullerman, heading up the Council on Pro- 
fessional Practice. And then John Storm [Mr. Storm 
died in 1951] came in as editor of the Journal. 

I remember how we used to sit down and try to 
think through what the range and function of the 
Association was. It was then that we came up with the 
idea that the Association has standardization and the 
research needed for standardization as one function, 
education as the second and representation as the 
third. They so feather together that you can hardly 
tell which is which. Have you come up with a better 
description than that? 

Dr. Crosby: No. It is still good, we believe, and we use 
it all the time. 

Mr. Bugbee: You know, I hadn’t been there long when 
it became obvious we needed a new building, but 
dues had just been quadrupled and we had to go 
slowly. In 1944 we seriously considered an offer for 
a building on Michigan Avenue. Before we could de- 
cide, ifthad been sold. I am sure it would have been 
a wonderful investment for the Association. © 

The next step was the question of some sort of 
affiliation with a university which would encourage 
the educational activities and provide a good place 
for a center for hospital affairs. You were active at 
this time, Ed, and you will recall the three cities con- 
sidered—New York, Washington or Chicago. I think 
you could justify location in any one of those. As you 
know, I was very fond of the suggestion that we 
move to Princeton (N.J.) and had it been possible, I 
think it would have been a beautiful setting. 

Dr. Crosby: What would you call the major activity 
during the 1940 decade? 

Mr. Bugbee: I believe the Association’s support for and 
part in the development of the Hill-Burton program 
was a major achievement of that decade. In the late 
’°30’s there had been a proposal for federal grants 
which was openly opposed by the hospital field be- 
cause the program was limited to smaller hospitals 
and there were substantial fears that it would lead to 
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. . . the public needs to be assured that prepay- 
ment doesn’t stimulate unnecessary use of hospi- 


tals. But in this area, particularly, we need research 
to determine what actually constitutes legitimate 
and adequate use. It isn’t enough that we are 


willing to defend the belief that the increased 


the building of many substandard hospitals. But in 
the ’40’s we had the Post War Planning Committee, 
and I think John Hatfield was the chairman. This 
committee realized that a good deal of money had 
gone into hospitals during the WPA days but always 
for public hospitals, although the big portion of hos- 


pital care in this country was given in voluntary hos- 


pitals. At about that time, the House of Delegates 
went on record as believing in voluntary health in- 
surance, right in the teeth of the tremendous cam- 
paign for compulsory health insurance. The House 
also came out for federal grants-in-aid for construc- 
tion of hospitals in the belief that government should 
assume responsibility for paying the cost of hospital 
care for those who could not cover their own costs. 
The Commission on Hospital Care also came into 
being in that era and the Post War Planning Com-~ 
mittee was working at this time with the U.S. Public 
Health Service and primarily with Dr. Vane Hoge. I 
think Vane Hoge performed a major role in the suc- 
cessful development of this whole program, a role I 
don’t think he has always been given full credit for. 
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use of the past 20 years or so is largely warranted—we need now to define the rea- 


sons for hospital admission more precisely. And this, it seems to me, is at the very 
heart of our problems in preserving the voluntary system and in further improv- 
ing the high quality medical and hospital care we derive from it. 


There was a lot of work to be done but bit by bit the 


details were ironed out and then it was approved all 
the way along in the AHA. 


On the voluntary system ... 


Dr. Crosby: What are some of the trouble-spots that 
the voluntary hospital system is currently facing? 

Mr. Bugbee: Odin Anderson (director of research, 
Health Information Foundation) came in the other 
day and said that the voluntary movement is cer- 
tainly on the spot to see whether it has courage 
enough to be voluntary right now. The chief problem 
is one of attack through control of hospital income 
similar to what has occurred in Pennsylvania, and 
we can examine it briefly from several angles: In 
my opinion, for instance, there is no proof of overuse 
of hospital care, As a practical matter, I think use is 
just about what the public wants. Then, too, no study 
has shown that the public thinks health insurance 
premiums or subscription rates are too high, as a few 
have alleged. On the contrary, the public seems will- 
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ing to pay more. And, on still another aspect, no one 
has evidence that hospitals are throwing money away, 
though some are urging that expenditures be cut. In 
fact, I think we can sharpen national documentation 
to show that hospitals are not spending enough money 
in operation for quality of care. Consider general 
hospitals, for example, with 70 per cent of their 
costs in payroll, and compare what would happen if 
they paid what government hospitals pay. Yes, there 
is an outcry from some quarters in the face of defen- 
sible hospital costs and defensible hospital use—also 
don’t forget that in spite of increased utilization, our 
statistics don’t even approximate the utilization in 
Saskatchewan under a government coptrolled pro- 
gram. I don’t believe use is too high—I want generous 
use for my family. I don’t think we are using enough 
hospital care. 

When it comes to questions of costs and use, the 
hospital field and the medical field are self-critical. 
I think an inherent part of a profession is that it be 
self-critical. But in the face of these attacks on hos- 
pital use and hospital cost, we find individuals from 
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the medical profession and individuals from hospitals 
who casually say “yes, there’s a lot of overuse; yes, 
the cost could be reduced.” They aréself-critical in 
other words, without looking at the facts. Now, I 
_don’t mean to say for a moment that every hospital is 
efficient or that no one is ever admitted who doesn’t 
need to be; but if what we do in a public discussion 
is to say “yes we can’t control the situation,” what’s 
the public going to do except turn it over to the 
government for control? 

Odin Anderson recently pointed out to me an ar- 

ticle in a hospital journal which said there are no 
controls on hospital expenditures. Well, if that isn’t 
the most patent nonsense you could find. There are 
' controls. Nonprofit boards have controlled expendi- 
tures, perhaps too tightly; so have appropriating 
agencies in the state, city and county hospitals. 

I want to make clear on this issue of the voluntary 
hospital that nobody has proposed any sensible alter- 
natives to our present system. Someone has remarked 
that whether the adjudication of the Insurance Com- 
missioner in Pennsylvania was right or wrong, at 
least it had caused a healthy re-evaluation. I’m not 
sure that it’s healthy. I think it presumes that hos- 
pital costs have been given no thought, no considera- 
tion—and I don’t believe that at all. I think that they 
have been given great and steady consideration, and 
from the patient’s standpoint often too much at- 
tention. 

Dr. Crosby: You say that the voluntary system has got 
to stand up and be counted. 

Mr. Bugbee: We have to defend its voluntary character. 
If hospitals are going to accept arbitrary controls on 
income and use that supposedly can’t be controlled 
intelligently within the present system, they are col- 
lapsing in the face of unfair criticism and rendering 
nothing in better public service. 

If hospitals have been extravagant, then they are 
susceptible to attack and deserve it. If, on the other 
hand, judicious opinion says that if anything hospitals 


have been too economical, the situation in regard to - 


control of their expenditures is quite different. I don’t 
see anything that negates the idea that they have 
by and large been economical. 


On hospital efficiency ... 


Dr. Crosby: George, if you ask any hospital person are 


ISOLATION FACILITIES FOR ALL 


“One of the most valuable contribu- 
tions that hospital administrators can _ 
make to the solution of cross-infection ie 
may well be the provision of really ade- __ 
quate isolation facilities in all wards, suf-- _ 
ficiently equipped to simplify the rou- __ 
tine of isolation nursing.” —R. E. 0. 
WILLIAMS, M.D., director, Streptococ- __ 
cus, Staphylococcus, and Air Hygiene — 
Laboratory, Public Health 


all hospitals managed as dust as they should be, 
the answer would have to be, of course, that not all 
of them are. The question is, is there any proposal for 
more efficient operation and has the present method 
of administration led to extravagance? 

Mr. Bugbee: I say no—on both counts. I think there a 
great strength to the fact that hospitals are by and’ 
large administered as separate units and somewhat 
susceptible to patient opinion. As for extravagance I 
imagine you could reduce hospital admissions by 50 
or 60 per cent if you were to limit them to only cases 
where life is at stake. . 

Dr. Crosby: You could cut it by 80 per cent. 

Mr. Bugbee: Yes, I think that’s so. On top of that I 
think all you have to do is look at what hospitals pay 
employees and obviously, they generally do not pay 
well. And in terms of extravagance, this fact seems 
to speak for itself. . 

Dr. Crosby: In any hospital in the country, you could 
discharge 85 per cent of the patients today if you had 
to take care of a disaster. Is this a sign of overutiliza- 
tion? . 

Mr. Bugbee: Of course not. If you were under a ae 
tator arrangement controlling who is admitted: you 
could certainly reduce admissions. But you ‘would 
greatly limit the functions of the hospital at the same 
time. 

Dr. Crosby: Do you believe the public 
that point of view? a 


Mr. Bugbee: Without question, the majority of people 


do. Everyone complains about the amount spent for 
hospital care (don’t we all complain about most siz- 
able expenditures?), but the public shows no willing- 
ness to go without hospital care, even when that care 
represents no more than greater comfort, safety and 
convenience. In fact, I believe the American public 
is willing to spend more for -hospital care and looks 
on such expenditure as sensible. 

Dr. Crosby: What, in your opinion, can be done to 
answer the attacks on the hospital field in terms of 
costs and utilization? 

Mr. Bugbee: That’s not so simple, although it seems to 
me that the course is clear enough. Hospitals, physi- 
cians and all who work in the health field have a re- 
sponsibility to demonstrate to the public that costs 
aren’t excessive and particularly that they do not in- 
crease as a result of prepayment—in other words, that 
costs don’t go up just because there is insurance to 
facilitate payment. If such responsibility were really 
assumed, I think it would go far in justifying the ris- 
ing costs of care. 

As for utilization, we have an equally heavy re- 
sponsibility. Here the public needs to be assured that 
prepayment doesn’t stimulate unnecessary use of hos- 
pitals. But in this area, particularly, we need research 
to determine what actually constitutes legitimate and 
adequate use. It isn’t enough that we are willing to 
defend the belief that the increased use of the past 
20 years or so is largely warranted—we need now to 
define the reasons for hospital admission more pre- 
~cisely. And this, it seems to me, is at the very heart 
of our problems in preserving the voluntary system 
and in further improving the high quality medical 
and hospital care we derive from it. 
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It’s not only for top management — ° 


THE COMPANY A BUDGET KEEPS 


ITS EFFECTIVENESS 


by ROBERT E. LINDE 


ANY DEPARTMENT heads feel 
that economic problems are 
problems labeled, “for manage- 
ment only.’”’ Heads of departments 
rendering complex, round-the- 


clock services feel they should de- 


‘vote all their time to maintaining 
quality performance. Monetary 
matters seem foreign to their ac- 


': tivities—and sometimes even con- 


flict with what is desired. 

All levels of management, how- 
ever, must realize that the eco- 
nomic aspects of the hospital op- 
eration are as important as the 
quality of services. One of the 
functions ‘of trustees and admin- 
-istretor is to provide the com- 
munity with maximum services 


possible under the economic cir- 


cumstances. 

Trustees and administrator must, 
therefore, depend upon the de- 
partment heads’ particular knowl- 
edge as to techniques, services and 
relative costs in order to provide 
maximum service, The department 
heads, in turn, cannot help tailor 
services to economic limitations 

Robert E. Linde is assistant professor of 
accounting, University of Texas, Austin. 
is material is adapted from\a paper 


given at the American Hospital ocia- 
tion Dietary Institute, Dallas, Januar} 1958, 
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Whether a hospital’s budget becomes 
a millstone or a management aid de- 
pends, states the author, on how it is 
prepared and applied. He discusses (1) 


why two heads—department head and 


administrative head—are better than 
ong—in budget planning; (2) how to 
develop a target budget and put it to 
reat (3) how to derive and use 
a flexible budget when actual activity 
falls significantly above or below target 


budget estimates. 


without knowledge of the costs 
associated with specific activities. 

Responsibility for a department 
includes knowledge of costs—costs 
which are controlled in that area 
by utilization of personnel, tech- 
niques and materials. If top. man- 
agement alone plans and controls 
the financial aspects, a schism will 


develop between the levels of 


management. Directives to hospi- 
tal personnel and medical staff 
may be grossly misunderstood and 
misinterpreted. 

Cost information must be avail- 
able to all levels of management. 


LEARNING THE LANGUAGE 


Accounting data provide the 
language that combines costs and 


that marty taka niana in ant 


techniques. First of all—and most 
important for management pur- 
poses—the accounting process rep- 
resents activities statistically. 
When the information is properly 
accumulated and presented it can 
tell a story about materials, per- 
sonnel and equipment. 
Accounting by itself performs 
no action, makes no decisions, es- 
tablishes no policies. But the story 
it tells can be used along with a 
host of other management tools to 


_. provide a basis for stimulating ac- 


tion, for rendering decisions, and 
for establishing policies. Account- 
ing, however, is useless unless it 
is placed in its proper perspective. 
All activities that transpire within 
the hospital are of a medical, tech- 
nical, sociological and economic 
nature. Each action must be 
weighed in terms of the relative 
importance of these aspects. 
Secondly, accounting data make 
the classification of information 
more useful by using the impor- 
tant common denominator of 
measurement: the dollar. The uti- 
lization of materials, personnel 
and equipment can all be so meas- 
ured. (Certain levels of skills and 
the medical and sociological im- 
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pact of hospital operation cannot. 
They are only measured in terms 
of the well-being of the patient. 
The various activities in the hos- 
pital that require money to exist, 
however, can be measured’‘in terms 
of this uniform statistic.) If one 
understands the elements that are 
required to perform the services 


of a department, the dollar meas- 


ure can profitably be used in plan- 
ning, coordination and control. 
Thus, financial measurement is 
not only important as an amount 
that must be recovered through 
charges to patients and the gen- 
erosity of donors. Its use in meas- 
uring activities is just as impor- 
tant. Through accounting reports 


the economic implications of. 


changing volumes of activity may 
be given full consideration in de- 
cision making and policy determi- 
nation. Corrective action towards 
improvement in services may of- 
ten result. 


CRYSTAL BALL 


Historical accumulation of what 
has occurred in the institution rep- 
resents only part of the usefulness 
of this measuring device, however. 
To be sure, it is an important part, 
because (1) it keeps a record for 
strictly financial purposes and (2) 
it shows the relative economic 
success with which the institution 


operated in the past. All levels of | 


management should be aware of 
the “accomplished activities of the 
hospital by being presented with 
cost and financial reports. 
Knowledge of the past, however, 
is not sufficient for successful man- 
agement. Present and future ac- 
tivities are those of immediate 
concern. Past accounting informa- 
tion is only helpful in that it pro- 
vides a basis for changes that will 
improve future patient care. 
Fortunately, accounting tech- 
niques can algo be utilized in look- 
ing into thaj future. This is done 
by using budgetary procedures. 
The basic budget is a plan which 
gives a formal presentation of the 
costs, revenues and equipment re- 
quirements which are expected in 
a future period of time. From the 
cost standpoint, the formal] budget 
measures the same categories that 
are presented in historical reports. 
The forecasts are based upon care- 
ful planning of what is expected 
in each department in terms of 


volume and costs. Preparation of 
the budget requires careful plan- 
ning and coordination. 

Once these plans have been for- 


malized the budget can also act 


as a standard of achievement with 
which actual costs may be com- 
pared. When costs that have oc- 
curred are compared with what 
should have occurred, manage- 
ment has a means of control. 

Briefly, the systematic process 
through which the budget pro- 
gresses is as follows. The required 
materials, personnel, contractual 
services and equipment for each 
department are carefully estimated 
in light of anticipated volumes of 
activity. These estimates are trans- 
lated into expected dollar terms, 
allowing for any likely price 
changes that may occur. The ex- 
tended cost figures for all de- 
partments are coordinated by the 
administrative offices. To these 
listings are added the required 
revenues and other resources. 
After being surveyed and approved 
by the trustees the budget is the 
formal guiding estimate. 


LIMIT OR GOAL 


In some governmental institu- 
tions the budget may represent 
the legal limits for spending. In 
nongovernmental institutions it 
may represent a goal of efficiency 
that is desired. Many governmen- 
tal units are now attempting to 
present the budget as a goal of 
efficiency and are concerned with 
performance on an equal basis 
with legal limits. : 

In any event, the budget should 
not be regarded as a millstone 
around the neck of a departmental 
supervisor in any hospital. Nor 
should it be regarded as another 
watchdog ready to pounce on the 
straying department head, If there 
were conscientious estimates made 
during the planning, if there are 
conscientious actions during the 
actual operational period, that is 
all that can be asked for. 

The budget should be regarded 
as an expression of what efficient 
quality service will cost. If the 
volume of activity varies from the 
estimate in the budget, services 
should be accomplished as effi- 
ciently as those contemplated un- 
der the forecast. Deviations from 


the plan set up in a budget should | 


be analyzed in this light and cor- 


rective action taken only where 
needed. 

As listed in the American Hos- 
pital Association publication, Cost 


Finding for Hospitals, budgets: 


1. Aid management in making 
decisions by requiring it to study 
the entire operation of the hospi- 


_tal plus possible outside forces that 


may affect patient load or costs. 

2. Provide management with a 
device which assists it in estab- 
lishing the goals and policies of 
the hospital in advance so that it 
will be better able to meet any 
situation that might arise. 

3. Cause all hospital depart- 
ments to coordinate their activities 
and define specific areas of respon- 
sibility. In the process of coordi- 
nation, there is increased under- 
standing of each function’s role in 
the operation of the hospital. 

4. Provide a standard of com- 
parison for control of activities 


and costs. With participation of all 


departments in the formulation of 
the budget and periodic compari- 
son, cost consciousness develops 
throughout the organization. 

5. Provide a basis for assessment 
of future alternative possibilities 
which can be coupled with long 
range objectives. 


IVORY TOWER BUDGETS 


These advantages can only be 
obtained if the department heads © 
have an important part in the 
planning of the budget. It is 
equally important that they re- 
ceive reports on how they are do- 
ing in relation to their plans. 
Budgets that are prepared in the 
seclusion of the head office are 
nly dreams. What is worse, if 
action is taken without dissemi- 
nation of budget or accounting in- 
formation, it can become a night- 
mare. The budget is in reality a 
composition of each and every de- 
partment head’s. plans adjusted 
for over-all effect on the hospital. 

The supervisor’s part in the for- 
mulation of the budget is critical. 
sais and being prepared for 
probable events are an important 
part of each department mana- 
ger’s activities. Since the budget 
requires final dollar figures it has 
the advantage of getting these 
plans and surmises out of the mind 
onto paper, where everyone can 
assess the possibilities. 

The person to place these ideas 
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on paper should be the department 
head. No one can better gauge the 
specifics in a department than the 
person who must deal with its 
daily activities. The successful ad- 
ministrator knows this and realizes 
that efficiency and cost conscious- 
ness can best be developed through 
mutual respect for this fact. 

In tracing the budgeting process, 
let us consider the dietary depart- 
ment as an example. The princi- 
ples illustrated, however, apply 
with slight modification to other 
hospital departments. 

Before a department head can 
proceed in planning he must be 
told of anticipated volumes of pa- 
tients and contemplated changes 


that may take place in the budget 
period. New services, additions to 


the plant and the like are dis- 


cussed in coordinating meetings 
with all department heads. Pro- 
ceeding from this information the 
budget for the year can be built 
up from monthly and quarterly 
estimates within each department. 
The dietitian, for example, can 
translate the estimated volume 
figure for patient days into her 
own volume of measure—meals. 
Using this statistic and past rec- 
ords of relationships, she can de- 
termine approximate supply, per- 
sonnel and food. requirements. 
There are many essentials that 
must be present to insure success 


in budgeting. In fact these essen- 
tials are important whether there 
is a budget or not, In the dietary 
department some of these essen- 
tials are (1) organization plan of 
the department and thorough job 
classification; (2) an established 
standard of quality food to be 
served; (3) standard recipes; (4) 
portion control; (5) knowledge of 


labor and supply relations to vol- 


ume; (6) inventory procedures; 
and (7) purchasing specifications. 
Two additional requisites are 
important enough to state sepa- 
rately. 
@ First is a knowledge of seasonal 
prices and probable price trends. 
This not only helps in budgeting, 
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HAPPY 
BIRTHDAY / 
DOCTOR, 


Just 
a 
| Reminder..-- 
Mount Sinai Hospi- | 
tal‘s medical staff now 
practice what they preach about annual physical 
examinations. Last summer doctors at this Minne- 
apolis hospital, concerned with the increasing num- 
ber of their associates who had become physically 
incapacitated due to conditions that could have 


¢ Birthday cards 
help 
medical staff 


stay healthy 


been prevented, developed an annual physical ex- 


amination program for staff members. 

The chairman of the medical staff's outpatient 
and examining committee recognized that the medi- 
cal staff could not be pushed or regimented into a 
project regardless of how beneficial it might be. 
Therefore, the method of approach had to be 
voluntary and on a somewhat personal basis. 

Mount Sinai’s administrator and the chief of staff 
presented to the hospital’s board the need for a 
more dynamic preventive medicine approach on the 
part of medical staff. The program was approved 
on a no-cost or low cost basis to the participating 
doctors. 

The medical staff approved the principles of the 
program early in the summer. Three forms were de- 
veloped. A letter explaining the program and an 
accompanying return post card were mailed to all 
staff members. The return post cards, to be com- 
pleted by each staff member, asked for (1) day 
and month of birth, (2) home address, and (3) signa- 
ture. Birthday rather than birth date was used to 
encourage information from those who might be 


somewhat squeamish about age. The home address, 
rather than the office address, was requested to 


utilize whatever favorable home pressures might be 


exerted to encourage participation on the part of 
the physician. 

Although response was encouraging, some post 
cards were not returned promptly by the medical 
staff. The medical staff’s part-time secretary was 
able to follow these up by consulting staff applica- 
tion forms and the monthly bulletin of the county 
medical society which carries birthdays of members 
for the respective month of issue. 

A very attractive birthday greeting card with the 
message ‘Happy birthday, doctor! Just a reminder 
. . . have you had your annual physical examina- 
tion? .. . the medical staff of Mount Sinai Hospi- 
tal,’ was prepared by the nursing office secretary. 
These cards, which are duplicated in the hospital, 
are sent to the medical staff members—timed to 
arrive on their birthdays. 

The program has drawn increasing interest from 


staff members. It has been expanded to meet the 
demands of the participants. At the present time,. 


five months after the program was formally initiated, 
the following hospital facilities and procedures are 
available to medical staff for their annual physical 
examination program. The charge to the physician 
is indicated in parentheses following the procedure. 
Complete blood count ($2.40) 

Sedimentation rate ($1.25) 

Urinalysis ($1.75) ‘ 

Stool for occult blood ($1.50) 

Electrocardiogram (no charge) 

Proctoscopic table and tray for examination ($2.75) 
Chest x-ray with interpretation (no charge) 
Further evaluation of the program is planned for 
next year. It is felt that as more Staff members par- 
ticipate, the project should be more easily ‘‘sold.’’ 
— ALVIN Z. HAMBURG, assistant administrator, 
Mount Sinai Hospital, Minneapolis. 
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but is a function of the quality of 
service. 

@ Second is an examination of 
work processes. A budget which 
is formed when there are unex- 
plored possibilities for savings by 
work simplification is not a real 
success. One of the goals of budg- 
eting should be to take advantage 
of the ever-present possibilities 
for labor cost saving. While this 
should be a continuing program, 
beth the planning and comparison 
stages of budgeting provide oppor- 
tune times to search for or apply 
new techniques. 

Where suggested improvements 
involve capital outlays, the econ- 
omies of the situation often pre- 
vail. Capital acquisitions in the 
hospital strongly refiect the neces- 
sity for coordination. Many de- 
partments need equipment but 
relatively important needs must 


be met first. Therefore, “who gets 


what” from the limited resources 
that are typically available must 
result from consultation with the 
administrator. If the department 
head can show cost savings, his 
cause will be helped. 

Budgeting and all interpretation 
of accounting reports is aided by 
a knowledge of fixed and variable 
costs. Basically, around a certain 
median of activity, the assets and 
services that are used will either 
be unchanged or vary to some de- 
gree. 

For example, in the dietary de- 
partment the head dietitian will 
be needed no matter how many 
meals are served. Her salary rep- 
resents a fixed cost. One more meal 
does, however, require a propor- 
tionately increased amount of food. 
When meals are doubled the food 
volume is doubled; therefore, the 
cost should double. This type of 
cost is called fully variable. There 
are a few 


tremes. Fundamentally, however, 
it is sufficient to break down costs 
into these two categories. 

The very fact that costs react 
in the same way that the assets 
and service utilizations react is 
the result of accounting being a 
measurement of activities. If this 
is kept in mind, accounting is not 
such a mystery. It can be useful 
in interpreting the results of serv- 
ices performed. | 

The department head starts his 
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items that may be. 
classed between these two ex- 


budget by listing personnel re- 
quirements. It is necessary to con- 
fer with the administrator on po- 
sition requirements and rates of 
pay. A great deal of insight into 
the policies of the hospital may 
be gained through these confer- 
ences. 

While personnel costs bulk large 
in the hospital, supplies and 
equipment must also be consid- 
ered. The dietary department, for 
example, has an additional im- 
portant cost in the form of food 
requirements. The dietitian’s par- 
ticular knowledge about these 
commodities and their costs places 


her in an important position for — 


this portion of budget prepara- 
tion. Basing her estimates on a 
balancing of quality and cost she 
can present the administration 
with a validiestimate for the fore- 
casted period. 


DEVELOPING TARGET BUDGET 


The completed budget for a de- 
partment would include a listing 
of personnel approved and statis- 
tics on volumes of equipment and 
supplies. The cost portion of such 
a budget has been determined on 
the basis of a forecasted level of 
activity. It represents a_ target 
budget. This is the part of the 
master budget for all departments 
that would be submitted to the 
trustees. 

For all departments the target 
budget is essential as it specifies 


the level of activity that is ex- 


pected to be attained. Because the 
volume variation from a carefully 
estimated median of activity is 
usually not great, the target budget 
has meaning for most departments. 
This is true because, for all intents 
and purposes, most departments 
will have a high percentage of 
total costs—comprised of person- 
nel and other costs—that are rela- 
tively fixed around any deter- 
mined median of expected activity. 

Sometimes, however, actual ac- 
tivity may so greatly exceed or 
fall short of estimated activity that 
costs are substantially changed. The 
dietary department, for instance, 
has a high proportion of variable 
costs. Approximately 50 per cent 
of the costs of the department are 
associated with food and related 
costs. For instance, if 65,000 meals 
were served instead of an esti- 
mated 60,000 meals, the food costs 


might change greatly. When the 
time came to compare actual re- 
sults with the budget, there might 
be misinterpretations. Differences 
in cost might be summarily ex- 
plained away because of the vol- 
ume change. 

What is required in such a case 
is some mechanism for projecting 
costs estimated for one level of 
activity to the volume which ac- 
tually resulted. In this way mean- 
ingful differences will be high- 
lighted for investigation. Such a 
mechanism is called a flexible 
budget. 


DEVELOPING FLEXIBLE BUDGET 


The flexible budget is derived 
from the target, or forecast, budget 
in the following manner: 

1. The estimated direct cost for 
the department is classified into 
two groups: one for fixed costs. 
and one for variable costs. By defi- 


‘nition, the fixed costs will remain 


the same for the department no 
matter what the level of activity. 
The variable costs’ will change 
with the level of activity. 7 

2. Each of the variable costs are 
then divided by the estimated 
number of units of activity. This 
will give the ideal cost of each 
variable item per unit of service. 

3. These items are now ready to 
be applied to specific volumes of 
service as they actually occur. The 
method of application would be: 

(a) Place the estimated fixed 
costs in the budget. 

(b) Multiply the ideal varia- 
ble cost per unit of each item 
by the actual volume of service 
that occurred and place the 
amounts in the budget. 

4. The flexible budget for the © 
particular level of activity now 
acts as an ideal standard with 
which the actual costs can be com- 
pared on an equal volume basis. 

The procedure for establishing 
the flexible budget can best be il- 
lustrated by tracing the process 
in our hypothetical dietary de- 
partment. Let us say it was origi- 
nally estimated that the depart- 
ment could serve 60,000 meals as 
a total cost of $44,480 during one 
quarter. The target budget at this 
level of rendering services is il- 
lustrated in the first column of the 
chart, page 41. The actual number 
of meals served, however, was 65,- 
000. 
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Quarterly comparison of forecast budget, actual costs and flexible budget in the dietary department 


FLEXIBLE BUDGET— ACTUAL AMOUNT 
BASED ON SPENT UNDER OR OVER 


ACTUAL COSTS— 
BASED ON 65,000 


FORECAST (OR TARGET) 
BUDGET—BASED ON 


60,000 MEALS MEALS 65,000 MEALS FLEXIBLE BUDGET 

Salaries (fixed) $15,800 $15,800 $15,800 $— 
Salaries (variable) 2,700 , 3,100 2,925 +175 
Dishes 660 600 660 — 60 
Uniforms 300 300 300 _ 
Repairs 200 _— 270 200 + 70 
Miscellaneous (fixed) 340 340 340 — 
.Miscellaneous (variable ) 1,230 1,200 1,335 —135 

SUBTOTAL $21,230 $21,610 $21,560 $+ 50 
Bread $ 850 $ 916 $ 920 $—4 
Dairy products 4,500 5,300 4,875 +425 
Fish, poultry 3,600 3,925 3,900 “9 + 25 
Fruits, vegetables 2,500 | 2,536 2,710 | —174 
Groceries 5,100 5,654 5,525 +129 
Meats 6,700 6,590 7,265 —675 

SUBTOTAL $23,250 $24,921 $25,195 $—274 

TOTAL $44,480 $46,755 $—224 


The flexible budget was estab- 
lished by: 

1. Determining fixed costs and 
variable costs. In this case dishes, 
uniforms, repairs and some sala- 
ries and miscellaneous costs were 
considered fixed. All other costs 
were considered variable. 3 

2. Each variable cost was di- 
vided by the 60,000 estimated 
meals to be served, For example, 
fish and poultry were estimated to 
average at $ .06 per meal. 

3. The estimated fixed costs were 
carried over into column three of 
the chart. Each variable cost per 
unit was multiplied by the actual 
65,000 meals served. For example, 
fish and poultry should have an 
ideal cost of $3,900 (65,000x$ .06). 
The amounts for each variable 
item were placed in column three 
of the chart. 

Some hospitals would use the 
forecast budget to establish an es- 
timated. standard cost per meal; 
however, attention must be paid 
to the effect of varying volumes 
as the flexible budget illustrates. 
On the basis of the forecast budget 
the estimated standard cost per 
meal would be $ .742 ($44,480 + 
60,000). On the basis of the flexi- 
ble budget, the ideal cost per meal 
would be $ .719 (46,755 + 65,000). 
Since the variable cost per ‘meal 
was the same in both budgets, the 
variation must be due to the in- 
creased utilization of basic fixed 
costs. Variations in total direct 
unit costs in many ‘ospital de- 


JANUARY 1, 1959, VOL. 33 


€ 


$46,531 


partments may be due to this fac- 
tor more often than efficient tech- 
niques, utilization of supplies, and 
other factors. 


COMPARISONS PINPOINT ERRORS 


The value of comparison of the 
actual costs can be increased by 
showing the costs in relation to 
the target as well as the flexible 
budget. A quarterly comparison 
is illustrated in the chart above. 
Since actual costs (as shown in 
column two) are compared to both 
budgets several types of informa- 


“tion are shown. The effect on fi- 


nances of deviations from planned 
volume is highlighted in financial 
and volume terms. Future plan- 
ning may be aided by this analy- 
sis. At the same time the actual 
costs can be compared to the costs 
as they should have occurred at 
65,000 meals. The quarterly com- 
parison emphasizes the variations 


from the flexible budget by show- 


ing the differences from actual 
cost in the fourth column. 


Meaningful differences are high- 


lighted because the comparison of 
actual costs with budget estimates 
is at the same level of volume. 
For example, if the actual costs 
of dairy products were compared 
with the target (based on 60,000 
meals) it might be said that these 
costs should increase because of 
more meals served. But when these 
costs are compared to the flexible 
budget (based on actual number 
of meals served) it is found that 


they increased more rapidly than 
was expected. 

The differences shown in the 
chart are important to the depart- 
ment head only if they raise ques- 
tions. Such comparisons should 
raise questions as to why the dif- 
ferences exist. Budgeting should 
generate action in the form of fur- 
ther investigation when the differ- 
ences are considered significant. 
Superficial reasoning should not 
be used to excuse differences. 
Comparison of actual costs with 
such well thought out plans as are 
in the budget is very likely to 
produce significant areas for in- 
vestigation. 

The investigation may (1) show 
whether or not anticipated poli- 
cies and procedures were carried 
out, (2) show whether or not the 
anticipated policies and proce- 
dures produced in reality what 
was expected of them and (3) 
may even point up an area where 
the estimate was faulty. The last 
is just as helpful to the organiza- 
tion as the others. 

For a department, the flexible 
budget gives the department head 
a definite feeling of responsibility. 
It emphasizes that the job is to 
be done as efficiently as possible, 
with an eye to quality, at any level 
of activity. A flexible budget gets 
away from the notion that the 
budget places absolute limits on 
the expenditures. Wherever this 
type of budget can be used effec- 
tively, it should be adopted. . 
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IN ADDITION to proposed new buildings, proposed 
H expansion of South Shore Hospital includes a third 
story addition to the administration building to ac- x 
. commodate surgica! patients, and a third story addi- oe 
i tion on the west wing (pediatrics unit). Plans call | 


: for demolition of the original hospital and its first 
addition (dotted lines). 


SOUTH Shore South Weymouth, it appeared in 1923. The two-story addi- 
tion at the fight, built during the first year the hospital was operated, doubled the bed 
capacity of the original building, a remodeled frame house. Next stage in the master develop- 
ment plan that now charts the growth of the hospital calls for demolition of these two buildings. 
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*Syemaqgi to U. S. Census Bu- 
reau estimates, by 1970 the 
population of the United -States 
will be well over the 200 million 
mark. If the birth rate remains 
the same, the bureau expects a 
population of 213,810,000. If there 
is a 10 per cent increase, the figure 
might rise to 219,474,000. Present 
population is less than 175 million. 

Our exploding population is, of 
course, the main reason that many 
hospital expansion projects—to the 
chagrin of all concerned—are 
found to be inadequate by the 
time they are completed. The only 
defense in this situation is to al- 
ways plan expansion projects with 
the knowledge that further expan- 
sion is almost inevitable. 

South Shore Hospital of South 
Weymouth, Mass., is a good ex- 


Elbridge L. Atwood, A.I.A., is a partner 
in the architectural and engineering firm 
of Aisner and Atwood, Boston. 
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THIS: HOSPITAL 
LEARNED GROW 
PLANNED LEAPS 


by ELBRIDGE L. ATWOOD 


ample of a hospital that from be- 
ginnings smaller than most has 
been attempting to keep pace with 
the population growth of the sur- 
rounding area for the last 36 
years. | 

Beginning in a large frame house 
in 1922 with only 15 beds, the 
hospital has gradually increased 
with five additions to approxi- 
mately 200 beds—a growth of 
more than 1200 per cent. 

During its first year the hospital 
doubled its capacity, and by 1932 
changes within the buildings had 
brought bed capacity to 64. By 
1945, two more projects had pro- 
vided a new administration build- 
ing and brought the total number 
of beds to 117. | 

A fourth project in 1955 added 
a west wing, made _ substantial 
changes in the adjacent adminis- 
tration building, provided new 
ancillary facilities, and 45 more 
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beds. Within a few months after 
this project was completed, studies 
were started for the hospital’s re- 
cently completed pediatric unit. 
Planning for this unit led to the 
development of a long-term pro- 
posed expansion plan, giving the 
hospital its first real key to the 
future. 

The hospital, which now serves 
15 towns with an aggregate popu- 
lation of some 165,000, in recent 
years has been unable to keep pace 
with the demand for beds. The 
pediatric unit, completed last 
spring, has provided little relief 
from the continued pressure. 

However, the hospital now has 
a long-range plan for coordinated 
growth and has made certain pro- 


. visions to smooth the way. For 


example, actual or planned acqui- 
sitions of property adjacent to the 
hospital will provide room for ad- 


ditional buildings or for off-the- 


AIR view of the hospital grounds shows 
‘South Shore's second addition (flat-roofed 
building in background) and third addi- 
tion (large building in foreground) be- 
fore the construction of the fourth addi- 
tion, a west wing that now occupies the 
open space at right in the photo. 


street parking, now badly needed 
during visiting hours. 

The accompanying plot plan of 
proposed expansion shows how 
the hospital may still continue to 
grow within relatively limited 
property lines. Offstreet parking 


‘with a new main entrance will 


avoid much of the congestion at 
the street intersection near which 
the hospital is concentrated. 
The careful thought given to 
future expansion in the design of 
the three-story west wing (the 
building numbered 3 on the plot 
plan) made it practical to con- 
struct an additional floor without 
interruption of services or loss of 
beds. Thus the building was 
brought to its planned height of 
four stories in two building pro- 
grams. Future additions adjoining 
to the east and south will require 
very few alterations to the re- 
cently completed structures and 
minimum changes in the older 
buildings. 
Briefly, growth may continue 
to four or five hundred beds on 
this limited site and with each 
addition the hospital will become 
a better integrated unit. In the 
next stage of development, the 
original hospital and its first addi- 
tion would be removed. Altera- 
tions for the main kitchen and 
cafeteria would need to be con- 
sidered and the future buildings 
numbered 5 and 7 in the plot plan 
would be developed. Either the 
future third floor of the adminis- 
tration building (2) or at least 
three floors of a proposed east 
wing would also be included in 
the program. 
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. MANAGEMENT LOOKS AT THE 


by J. E. JONSSON 


AR TOO often business manage- 
ments and the community are 
regarded as completely separate 
entities. In truth, both are made 
up of people and the former are 
but a segment of the latter. 
Webster has defined manage- 
ment as, “The collective body of 
those who manage an enterprise,”’ 
and community as, “A body of 
people living in the same place 
under the same laws.” 
So the men charged with oper- 
ating an industry or a business 
enterprise have the same status 
and-the same community interests, 
the same rights and responsibili- 
ties as do their neighbors—the ac- 
countant, the nurse, the machinist 
and all those who live in the same 
place. They all are citizaéns of the 


community, and its proilems are 


‘their problems. 

Nor is a factory or inlustry it- 
self something sternly apart from 
the community, subject to differ- 
ent and more logical rules. Com- 
munity and industry are insepa- 
rable. 


MANAGEMENT MISCONCEPTION 


- It might be well to rid ourselves 

of a popular misconception—that 
management means managing 
men, 


In the book, The Social Respon- | 


sibilities of Management,’ 


J. E. Jonsson is chairman of the board, 
Texas Instruments Incofporated, Dallas. 
This material is ples rom a speec 
presented at the 1958 a al meeting of 
the American Hospital 
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What does management look for 
when it looks at a community? In an- 
swering this question, the author dis- 
cusses tangible and intangible charac- 
teristics which industries look for in 
choosing a locale. He then turns the 
tables and outlines the services a com- 
pany could offer the community. 


Roethlisberger states: “I should 
like to suggest that the manager 
is neither managing men, nor 
managing work, but that he is 
maintaining a coordinated set of 
activities; he is administering a 
social system. This is the human 
relations approach as’ contrasted 
with any approach which implies 


. that people at work can be con- 


sidered separately from their 
work.”’ 

In the Opening paragraph of his 
deeply-perceptive book, Manage- 
ment in Action,? Lawrence Ap- 
pley, president of the American 
Management Association, writes: 
“Working with, for, and through 
people is the way in which a man- 
ager accomplishes his job. Main- 
taining good human relations is a 
manager’s responsibility. Provid- 
ing human satisfactions from work 
output and relationships is a man- 
ager’s obligation.” 

Thus, when a manager looks at 
a community, he is looking at 
himself as well as at the people 
with whom he is working; at the 
business enterprise which engages 
a major part of his time and ef- 


\ 


fort—and at all of them as inte- 
gral parts of the community. Their 
relationships cannot be disjoined. 

Within this frame of reference, 
then—with management and the 
community as people, one people 
participating in a basic unity of 
purpose—what does management 
look for when it looks at a com- 
munity? 

There are two vantage points 
from which a manager can make 
his observations. He can look at 
his Own community, where his 
company already has its opera- 
tions, or at a different community 
where his company is considering 
the location of a plant or branch. 

If he is looking at his own com- 
munity, his prime concern would 
be to evaluate whether the com- 
munity is meeting the require- 
ments, first, of the company itself; 
and second, of the people em- 
ployed in the business—himself 
among them. 


COMMUNITY REQUIREMENTS 


These requirements embrace 
such factors as the services of 
transportation and communication 
which the company needs for its 
everyday operations; banking, ho- 
tel and all other related facilities 
and services which also are es- 
sential to*successful business op- 
eration; and the services and fa- 
cilities he and the others employed 
in the business can reasonably 
expect to find in the community. 


These include a desirable physical 
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environment, good medical, hos- 
. pital, and school facilities and 
services; and cultural, religious, 
recreational and _ entertainment 
opportunities. The company also 
has a right to expect honest and 
effective city government by pro- 
gressive men; continuing equitable 
tax treatment; fair handling by 
news media; a cooperative atti- 
tude on the part of the working 
people he seeks to employ; and 
neighborly responses from _ the 
other businesses and industries in 
the community. | 

It is a part of the manager’s 
basic responsibility to take such 
an. inventory of the city or town 
in which his company operates— 
to take it regularly, carefully, and 
constructively. In evaluating the 
relationships between the com- 
munity and the company and its 
people, he must pinpoint the areas 
in each where improvement is de- 
sirable or necessary. He then must 
initiate intelligent effort to bring 
about the required corrections. 

Should his best efforts fail and 
the successful operation of the 
business and the happiness and 
prosperity of its employees become 
imperiled, he has no, other choice 
than to consider transferring the 
business to some other more de- 
sirable community. The manager 
and his company live in a com- 
petitive world. Neither can long 
survive in an environment less 
satisfactory than that enjoyed by 
a competitor. 
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How completely desolating this 
action can be to both the business 
and the community only those who 
have faced the situation can real- 
ize fully. For the manager, it is 
a drastic, costly, and regrettable 
decision to have to make and is 
reached only when the marshal- 
ling of the company’s and the 
community’s full "resources have 
proved insufficient to remedy the 
deficiencies. When these fail, the 
situation calls for early surgery. 
Surgery never is pleasant, nor is 
there ever a convenient time for 
it. 


NEW HOME-TOWN LOOK 


On the other hand, when a man- 
ager looks.at a distant community 
as the possible site for a plant, 
he must give consideration to all 
factors enumerated for the “home- 
town look,” and to additional im- 
portant points as well. 

Such intangibles as community 
spirit, community motivations, and 
community traditions must be 
delved into, isolated and studied, 
too, because a manager must be 
concerned not only with what the 
community is today, but also with 
what -it likely will be tomorrow. 
Should the company decide to 
move to the community, it must 
plan to stay there for a long, long 
time. Its investment in plant and 
facilities may be so large as to 
preclude either early or ultimate 
removal. It is this which impels 
consideration of such factors as 


spirit, motivation and tradition. 
A manager must ask himself: 
Are the community’s facilities and 
services adequate not only for the 
present, but of a quality and scale 
for future growth? Has the com- 
munity itself the inherent flexi- 
bility and capability to grow? 
As with individuals: and with 
companies, the community and 
the country itself must have the 
power to grow and advance. Their 
people must be able to think “big 
enough” or there can be no prog- 


ress. Are the kind of people who 


are engaged in government and 
in civic affairs such as will meet 
the challenges of the future? 

Especially must the factor of 
civic know-how be considered and 
weighed. Has the community dem- 
onstrated that it can focus its at- 
tention on basic problems and 
mobilize community effort to re- 
solve them satisfactorily? Has it 
demonstrated that it has imagina- 
tion, courage, and a spirit of team- 
work? These are essential ingre- 
dients of civic progress. 

Has the community provided 
the mechanics for civic progress? 
Does it have an effective Chamber 
of Commerce and adequate Com- 
munity Chest or United Fund 
organization? Does it possess bus- 
iness-like local government, well- 
administered schools, approved 
hospitals? Are all of these big 
enough in scale, or capable of be- 
coming big enough, to meet the 
challenge of the future? 

These are the types of questions 
to which a manager must find the 
answers when his company con- 
siders casting its lot with a com- 
munity. 

ENERGY VERSUS ENDOWMENT 


To illustrate, let’s pose a hypo- 
thetical problem: Community A 
and Community B both are under 
consideration by the company. 
Community A is in the fortunate 
position of having had a wealthy 
citizen who left a large portion 
of his fortune to provide a col- 
lege, a museum, or other public 
facility. All of the evidence points 
to the fact that, if Community A 
had not had this wealthy bene- 
factor, it now would not have this 
attractive asset. 

Community B, on the other hand, 
is not so well endowed at present, 
but has demonstrated in repeated 
instances, that it has the imagina- 
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tion, the initiative and the courage 
to organize its citizens to build or 
acquire a college, hospital, sym- 
phony orchestra or asset of a value 
comparable to that endowed Com- 
munity A. 
' Should management select Com- 
munity A or Community B as the 
company’s future home? 
Obviously intelligent manage- 
ment would decide that, in the 
long run, it had more to gain by 
casting its lot with Community B 
than with Community A. | 
There is still another element 
of concern to a manager when 
appraising a community as a po- 
tential site of operations. This has 
to do with the load his company 
would have to carry in commu- 
nity affairs. No company wants a 
Community’s burdens—such as 


taxes, charities, and the like—joy- — 


fully unloaded on it. The manager 
wants reliable assurance that the 
community operates on a demo- 
cratic basis; that the company will 
be accorded every opportunity to 
participate equitably in commu- 
nity activities and to receive con- 
sideration for its viewpoint on 
community issues and problems. 
Competitively it can’t afford to 
carry more than its fair share of 
the burdens. 

This means that the manager 
must satisfy himself that the ma- 
jority of the community’s people, 
and especially its business and 
professional men, are responsive 
to community responsibilities and 
challenges and take an active in- 
terest in community affairs. This 
is because it is upon these men, 
by and large, that community 
leadership of necessity must de- 
volve. 


COMPANY MANNERS 


All of these factors, then, must 
be taken into account. But there 
is another side of the picture, too, 
and of this the manager must be 
cognizant before making his rec- 
-ommendation. He must realize 
that the community, after its first 
surge of pride in having won a 
new plant or business, will be 
looking at the company with a far 
more critical eye after it com- 
mences local operation. It will scan 
its policies, its officers and its peo- 
ple far more closely—and it will 
do so for a long time to come. 

Before any decision is reached 
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regarding location, therefore, the 
manager should ask himself this 
basic question: Is the company 
itself adaptable to the new com- 
munity and does it really belong 


there? Are he and his colleagues 


ready and willing to measure up 
to heavy and exacting civic re- 
sponsibilities and does basic com- 
pany policy permit and encourage 
them to do so? 

In general, the policies of a 
great majority of companies in 
this respect are intelligent, pro- 
gressive, and fair to all concerned. 
It has become a basic premise of 
industrial management that, in 
matters of fundamental joint in- 
terest, what is good for the com- 
munity is good for the company. 
A good community makes for a 
good company, and vice versa. _ 

How, then, can the manager of 
a business enterprise make the 
most effective contribution to the 
community through participation 
in civic affairs? I believe that he 
can do it in the same manner as 
would any other professional man 
of the community—by contribut- 


ing the special talents he possesses 


as a manager. 

As Ralph Cordiner, chairman of 
the board of General Electric, says 
in his book, New- Frontiers for 
Professional Managers,’ work 
of managing is tending to become 
professional, as a distinct kind of 
work in itself. It is becoming a 
job that requires a great amount 
of specialized thought, effort, and 
training in the principles as well 
as the techniques of managing. For 
the manager has the challenging 


task of getting results through the 


work of other men and women, 
rather than directly by his own 
efforts.” | 

This does not mean, of course, 
that the manager should let other 
people do all the work when he 
enlists in a civic or other under- 
taking. Rather, it means that his 
most effective contribution could 
well be his ability to break prob- 
lems down into their essential ele- 


-_ ments, to organize the approaches 


to their solutions, and to make the 
best possible use of the _ skills, 
training and experience of others 
and himself in attaining the de- 
sired objectives. 

Again, to quote Mr. Cordiner: 
“Fhe professional approach re- 
quires, in fact, a dedication of the 


x 


pitals, 


man’s self and service not only to 
the owners of the business but also 
as a steward to the company’s cus- 
tomers, its industry, its employees, 
and the community at large. 
“The professional manager must 


‘continuously place the balanced 


best interests of these ahead of 
his own personal interest. The 
corporate manager today thus has 
an opportunity and obligation for 
service comparable to the highest 
tradition of any profession in the 
past.” 


RESERVOIR OF TALENT 


The community which fails to 
make fullest use of this reservoir 
of dedicated, skilled talent on a 
volunteer basis on behalf of the 
whole community is passing up a 
most important element of the 
leadership required for progress 
and growth. 

The specific capacity in which 
a manager serves his community © 
is not so important, generally 
speaking, as the fact that the com- 
munity is making full use of his 
dedicated, objective service, and 
of the special talents he has ac- 
quired through working within 
the managerial discipline. _ 

Being human, managers some- 
times abuse rather than use their 
power and influence in matters of 
public concern. Generally, how- 
ever, industry is measuring up to 
its civic responsibilities better than 
ever before. Nowhere has this been 
better evidenced than in indus- 
try’s investments in education. 
Here, corporate contributions of 
both money and talent continue on 
a steadily increasing scale. Par- 
ticular evidence of this trend is 
given by the almost fantastic in- 
crease in company foundations, 
whose gifts presently seem largely > 
oriented toward educational aid. 

Many communities are fortunate 
enough to have trained, profes- 
sional business managers to ad- 
minister their central government 
functions. But many cannot afford 
the luxury of such full-time talent 
exclusively for the use of such 
agencies as their municipal hos- 
park systems, public li- 
braries, and airports, to name but 
a few. Yet proper talent in these 
fields is more of a necessity than 


luxury. 


This peripheral area is one 
(Continued on page 108) 
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SURGICAL INSTRUMENTS: 


serious gap in national defense 


‘by JOHN H. HAYES 


iy THE United States is to sell its 
products to the rest of the 


world, other countries must also. 


be able to sell to us. High tariffs, 
therefore, can greatly limit trade 
in both directions. 

The Reciprocal Trade Act was 
originally enacted in 1934 to make 
possible, from time to time, ad- 
justments in tariffs so as to pro- 
mote interchange of products. This 
act has now been extended until 
June 30, 1962. Most authori- 
ties on international economics be- 
lieve this is a good thing even 
though the act has seriously af- 
fected some industries and, in fact, 
whole communities in this coun- 
Labor costs in the United States 
are much higher than in other 
countries, because our standard of 
living is higher. Where the cost 
of production of an article is 
chiefly in labor the United States 
cannot compete with countries 
where low labor costs prevail. It 
is natural for buyers to seek the 
lowest price, providing quality is 
not thereby affected. This applies 
particularly to hospitals, where 
quality must be high, but funds 
are often low. 


In the June 1, 1958 issue of this | 


John H. Hayes, Douglaston, Long Island, 
N.Y., is a hospital consultant. 
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Surgical instruments could well be- 
come instruments of disaster in time 
of war, states the author, unless some- 
thing is done to bolster the dying 
surgical instrument industry in the 
United States. The author discusses 
the background of the problem and 
outlines advantages and disadvantages 
of several possible solutions. | 


Journal, G. M. Wallerich presented: 
-a brief history of surgical instru- 


ment making, beginning with the 
small industries which sprang up 
in Middle Europe in the middle of 
the 19th century. According to 
Mr. Wallerich, the largest surgical 
instrument factory in the world 
today is in West Germany. This 
factory employs more instrument 
makers than are now active in the 


_ United States. Until World War I, 


80 per cent of the surgical instru- 
ments used in the United States 
were imported from Germany. 
When, in 1914, these imports be- 
came impossible, an attempt was 
made to build up the industry in 
the United States to take care of 
domestic needs and those of the 
allies. 

After World War I importation 
was again resumed, with a tariff 
of 60 per cent of the product’s 
value. Even with this tariff, do- 
mestic manufacturers could not 


compete because labor costs in 


surgical instrument making con- 


stitute approximately 90 per cent 
of the total cost. 

The situation was serious—much 
more serious than anyone realized 
at the time. If it had continued 
to develop right down to the out- 
break of World War II in 1939 we 
would have been confronted with 
a critical shortage of surgical in- 
struments. By the middle 1930’s, 
however, Germany’s war prepa- 
rations were demanding increas- 
ing quantities of the so-called crit- 
ical materials. As a result, there 
was less steel for surgical instru- 
ments for export. United States 
imports of German-made instru- 
ments fell significantly. 


INSTRUMENT INDUSTRY REVIVED 


As the threat of war became 
more and more real, a handful of 
men in the United States instru- 
ment industry and the government 
purchasing agencies in Washington 
began to foster the revival of the 
country’s instrument industry. As 
a result of such planning and 
foresight—known only to an in- 
ner circle at the time—when 
World War II started in 1939 a 
small surgical instrument indus- 
try existed in the country. 

Only a few hundred instrument 
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makers were available, however. 
To relieve the critical shortage, 
manufacturers of table silver and 
other small metal objects were 
impressed into the manufacture 
of surgical instruments. Because 
it takes about eight years to train 
a good surgical instrument maker, 
the products of these additional 
manufacturers were usable but not 
of top quality. 

When the war was over these 
other manufacturers returned to 
making the things they knew best. 
Then, with the postwar revival of 
the German industry and its ex- 
ports to the United States, a slow 
but steady “retreat” began in the 
domestic industry. 

In addition to Germany, Sweden 
and Japan produce surgical in- 
struments in fairly large quanti- 
ties and export part of their 
production to the United States. 
Sweden has high labor rates. 
Swedish instruments, therefore, 
cost more than those from Ger- 
many or Japan, although they are 
still less expensive than domestic 
products. 

The tariff act of 1930 provided 
for a duty of 55 per cent on sur- 
gical instruments. This was re- 
duced by later agreement to 45 
per cent where it remains today. 
Under the Reciprocal Trade Act 
this can be raised or lowered by 
the administration. With a labor 


cost of 90 per cent, however, it 
is easy to see that only a very 
high tariff would make competi- 
tion possible. Such a high tariff 
is not considered good policy by 
those in charge of the country’s 
foreign relations. 

Now what does all this mean to 
the United States? 


TRAGIC GAP IN DEFENSE 


Compared with most other prod- 
ucts, surgical instrument making 
is a very small industry. Due to 
the inability to compete with 
other countries this industry in 
the United States continues to 
shrink, resulting in fewer and 
fewer skilled workers being avail- 
able. This means that in the event 
of another war—whether or not 
this country is involved—there 
will be a tragic gap in the national 


. defense. 


This has been recognized in top 
administration circles. In January 
of last year, for example, a special 
Stockpile Advisory Committee, in 
its report to the Office of Defense 
Mobilization, called attention to 
the fact that for human survival 
and relief our government has 
stockpiled items, principally medi- 
cal, amounting to only 200 million 
dollars, although military expend- 
itures for government stockpiles 
total approximately $40 billion 
(and our government stockpiles 


| CAUSE OF DEATH STATISTICS REFLECT MEDICAL ADVANCES 


Extraordinary progress in the control of the acute diseases hos — 
resulted in the steadily growing importance of the chronic diseases 
as causes of death in the United States, according to a recent report 
from statistitians of the Metropolitan Life Insurance Company. 

Since the turn of the century, chronic diseases—those of long 
duration, or characterized by slowly progressing symptoms—have 
increased from 46 per cent of the deaths to 81 per cent. During 
the same period acute diseases—those developing rapidly or com- 
ing speedily to a crisis—have decreased from a 40 per cent propor- 
tion of the deaths to approximately 10 per cent. 
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Tuberculosis is the prime exception to the general trend for chronic 
diseases, the statistitians report. The ratio of tuberculosis deaths to 
total deaths declined from 11 per cent in the early years of the 
century to only one per cent in 1955. At the same time the tubercu- 
losis death rate fell from nearly 200 to less than 10 per 100,000 
population. 

The major cardiovascular-renal diseases and cancer currently ac- “ 4 
count for 54 and 16 per cent, respectively, of all deaths. Together a 
they now account for 70 per cent of the total mortality. ad 


many billions more for our non- 
military defense efforts). That re- 
port strongly urged attention to 
the need for increased inventories 
of medical, surgical, pharmaceu- 
tical and hospital supplies and 
equipment. 

In December 1954, Mrs. Oveta 
Culp Hobby, then secretary of the 
Department of Health, Education 
and Welfare, wrote to the Office 
of Defense Mobilization, calling 
attention to the fact that foreign 
competition was seriously affectihg 
the surgical instrument industry 
in the United States. She em- 
phasized the urgent need for con- 
tinuation of that industry by the 
employment of some 500 skilled 
artisans in the field, so that their 
specialized skills might not be lost. 

In February 1958, the Office of 
Defense Mobilization published a 
list of items which would be re- 
quired to sustain the civilian pop- 
ulation after a nuclear attack. The 
first items on the list are health 
supplies and equipment, including 
surgical instruments. : 

‘In connection with stockpiling 
it is well to remember that surgi- 
cal instruments undergo a con- 
stant change and new instruments 
are being constantly »developed. 
Therefore, such stockpiling is not 
like storing wheat or copper. 

Government purchases are usu- 
ally made through bids, except 
when they concern grains, butter 
and othér items on which parity 
has been established. Even though 
our government does_ stockpile 
surgical instruments, therefore, 
dealers in foreign-made_ instru- 
ments can outbid American manu- 
facturers. 


HANDFUL OF ARTISANS REMAIN 


The foregoing is a brief history 
of what has happened. As a result 
there are today in the United 
States only a handful of surgical 
instrument makers and an alarm- 
ingly few skilled artisans in this 
field. As these men die or seek 
other employment, the time will 
soon arrive when there will be 
searcely any left—perhaps not 
even enough to make repairs. 

Some .might ask, “Why not 
stockpile enough of the foreign 
instruments to enable us to meet 
any possible long war need?” As 


stated above, surgical instruments 


are somewhat like automobiles. 
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The types and styles change and 
improvements are made con- 
stantly. If and when a war oc- 
curred a good part of the stockpile 
would be outdated. 

Others might say, “Why not 
have the government subsidize 
domestic manufacturers so that 
they might be able to continue to 
pay these skilled artisans and thus 
preserve. the industry?” They 
maintain that farmers are subsi- 
dized in that they are paid guaran- 
teed prices for their products. Air- 
lines are subsidized by payments 
for carrying mail. To do this for 
the surgical instrument makers, 
however, would evoke a loud cry 
from other industries in this coun- 
try which also find it difficult or 
impossible to compete with foreign 
manufacturers. 

Quality being equal, it is only 
natural that hospital ' purchasing 
agents will buy at lower prices. 
They would be severely criticized 
if they were to do otherwise. In 
so doing, however, we are uncon- 
sciously hastening the death of an 
industry; an industry of tremen- 
dous importance, in peace or at 
war. 


ANSWERS AND ARGUMENTS 


What should be. done about it? 

This is a difficult question to an- 
swer. It must be answered, how- 
ever, if the national defense is to 
be adequate for survival. 

I do not know the answer. Per- 
haps the best suggestion made thus 
far is that the government meet 
its surgical instrument needs for 
the armed forces, public health 
facilities, etc. by buying only in- 
struments made domestically. In 
that manner, it is argued, a nu- 
cleus of well trained artisans could 
be maintained. Other buyers of 
instruments could not be expected 
to pay more for products of equal 
quality. 

Great Britain met a_ similar 
problem at the close of World War 
I with substantial additional tariff 
protection for vital industries un- 
der a law known as the Safe- 
guarding of Key Industries Act. 
Naturally, a high tariff would help 
preserve the industry in the 
United States. It would be con- 
trary to the Reciprocal Trade Act, 
however, and thus might seriously 
affect international relations. The 
‘best of rules at times need ex- 
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ceptions. There are many other 
domestic industries similarly af- 
fected, however, and when there 
are many exceptions rules cease to 
exist. 

Another suggestion is that each 
hospital establish an instrument 


and equipment committee com- 


posed of from three to five profes- 
sional people qualified to deter- 
mine needs and with sufficient 
knowledge of current offerings. 
This committee would be charged 
with insuring the quality level, 
maintenance and uniformity of 
purchases. It would be powerful 
enough to avoid the purchase of 
inferior or inadequate instruments 
and equipment. It would assist the 
purchasing department in securing 
the. best possible prices and serv- 


ices from manufacturers and deal- 
ers. It would have in mind at all 
times the need to support as far 
as possible the United States man- 
ufacturers and make sure that a 
dependence on foreign manufac- 
turers does not threaten supplies 
in the event of another emergency. 

In any event, the fact remains: 
a very serious gap exists in the 
national defense. This is every- 


-body’s business and a subject for 


discussion in surgical, medical and 
hospital organizations as well as 
by government. 

' I do not know the answer. I 
believe that everyone—manufac- 
turers, consumers and government 
—should give the problem deep 
thought. We must not again risk 
having too little, too late. | bd 


GEORGIA SURVEY PINPOINTS NURSING SHORTAGES 


One out of every six registered nurses needed in Georgia is 
missing. That’s the unhappy conclusion thaf can be drawn from a 
state-wide survey recently concluded by the Georgia Hospital Asso- 
ciation in cooperation with the state department of health. 


The-73 hospitals who participated in the survey reported that 16 
per cent of all budgeted positions for professional nurses were empty. 

The findings also show that: 

1. In some geographic areas of the state an acute shortage 
exists while in other areas the need is met or there is an over-supply. 

2. In some hospitals there is an acute shortage of nurses for night 
work and an ample supply for day work. Nearly all hospitals re- 
ported a shortage of nurses for night shifts—regardless of size or 
location of hospital. 

3. In some hospitals there is an acute shortage of registered 
nurses and adequate supply of licensed practical nurses. In other 
hospitals the situation is reversed. Generally, smaller hospitals had 
greater shortages of registered nurses than did larger hospitals. 

4. In some hospitals there is a definite need for more nurses at 
the bedside of the patient and in other hospitals there is an acute 
shortage of ‘specialized’ nurses, supervisors, teachers, and the like. 

5. In some hospitals skilled nursing personnel are not being 
properly utilized and integrated with lesser nursing skills. In other 


_ institutions, unskilled nursing personnel may be over-utilized or not 


properly supervised. 

6. There appears to be a need to revise and expand nursing and 
paramedical education due to changing methods and practices for 
providing medical care. For example, survey participants felt more 
curriculum emphasis is indicated in supervisory and management 
techniques rather than additional clinical training. 

7. There appears to be need for more cooperation and coordi- 
nated effort between hospitals (with and without nursing school); 
colleges and universities, medical and nursing profession and the 
consumers of nursing services. There should be joint planning so 
that future indicated need for the various types of paramedical skills 


required for adequate patient care will be available. s 
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by WARD DARLEY, M.D. 
/ 


ISTORICALLY, the medical in- 
ternship has developed as a 
responsibility of the hospital rather 
than of the medical school. Even 
today, although nearly half of 
this country’s internships are in 
hospitals affiliated with medical 
schools, the internship continues 
primarily as a hospital responsibil- 
ity. 
The American Medical Associa- 
tion gave official recognition to the 
internship in 1904. The first list of 
hospitals approved for internship 
training was published in 1914. 
It was not until 1920 that the num- 
ber of available internships began 
- to exceed the number of medical 
graduates. Since 1920, and with 
each succeeding year, this disparity 
has increased until now the annual 
number of internships available is 
nearly twice the number of U.S. 
medical graduates.! As a result, 
competition between hospitals and 
‘pressures upon medical students 
to accept internships were inevi- 


table. As these pressures grew, 


medical schools took an increasing 
interest in assisting their graduates 
to obtain “good” internships. 

_ The first definite effort to solve 
this problem came in 1945 when 
the Association of American Medi- 
cal Colleges, the American Hospi- 
tal Association, the American Prot- 
estant Hospi'al Association, the 


Ward Darley, M.D., is executive secre- 
tary, National Intern Matching Program, 
Inc., Evanston, Il. 
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In the seven years of its operation, 


the National Intern Matching Program | 


has matched more than 45,000 medi- 
cal school graduates to hospitals of 
their choice without a single error oc- 
curring. The author discusses how this 
program operates, and points out sig- 
nificant trends gathered from data con- 
cerning the program. 


American Catholic Hospital Asso- 
ciation and the American Medical 
Association adopted what was 
known as the cooperative plan. 
This plan involved the voluntary 
participation of medical students, 
medical schools and hospitals in a 
complicated set of arrangements 
that were supposed to operate 
without any centralized authority. 
While the result was an improve- 
ment over the previous situation, 
some confusion and misunder- 
standing remained. As the number 
of internships continued to move 


ahead of the number of available © 


U.S. graduates, it became appar- 
ent that something more was 


needed. 
This “something” was suggested 


in 1950 by F. J. Mullin, M.D.2 He 
proposed a nation-wide plan in 
which the matching of student and 
hospital choices could take place 
free of pressures and premature 
commitments. This was combined 
with a time schedule and a system 
of appointment and acceptance no- 
tification which would be reason- 
able and capable of central admin- 


seventh annual report 


istration. This plan was tried in .- 
1951 and was found to be suf- 
ficiently successful so that its basic 
principles have been adopted as 
standard practice. Great credit is 
due hospitals and medical students 
for their willingness to cast their 
lot with this enterprise. 


GOVERNED BY REPRESENTATIVES 


The agency now responsible for 
the administration of the plan is 


‘known as the National Intern 


Matching Program—NIMP. NIMP 
is an independent corporation gov- 
erned by a board of directors 
which has representation from the 
AHA, AMA, APHA, AAMC, CHA, 
and SAMA, plus one medical stu- 
dent representing the medical 
student body at large. The Army, 
Navy, Air Force, Veterans Admin- 
istration and Public Health Serv- 
ice have liaison membership on 
the board. 
The mechanism of the plan, al- 
though complicated in execution, 
is simple in theory. Basically 
NIMP acts as a clearing agency. 
Each participating student sub- 
mits a confidential list to NIMP, 
ranking in the order of his pref- 
erence the hospitals where he has_ 
applied for internship. He applies 
for any internship which interests 
him. Each participating hospital 
also submits a confidential list, 
ranking in the order of preference 
the students who have applied 
(Continued on page 59) 
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Trouble-free Air-Shields Dia-Pump’. . . 


 Dia-Pump Aspirator (Model EFA), an ideal 

suction pump, provides vacuums to 22” Hg. 

with Micro-Fitter to prevent pathogenic bac- 
teria from escaping to room air. 


Because of its simple, rugged design and tough Neoprene-Nylon 
diaphragm, the Arr-SHIELDS D1A-PumpP runs indefinitely and cannot 
“*freeze,”’ 
DiaA-Pump has been test-run continuously, day and night, for an 
entire year, without failure of any part, and all three models are 
unconditionally guaranteed for one year ! 


Each AIR-SHIELDS DIA-PUMP is supplied with: 
1/6-HP motor built for 
continuous operation. 
Large easy-to-read gauges. 
e 1000-cc. suction bottle 
with each AsPIRATOR., 
Needle valve controls. 
Plastic-coated frame with 
rubber feet to stop vibration. 
MIcCRO-FILTER to protect 
patient, and operator. 


aspirator, compressor and compressor-aspirator by 


JANUARY I, 


with MICRO-FILTER for pathogen-free operation! 


Niece: with the exclusive New MICRO-FILTER, the AlR-SHIELDS D1A-PUMP® provides a safe 
source of pathogen-free compressed air to operate the ISOLETTE® ROCKER, the CROUPETTE®, 
the VAPOJETTE®, or anyatomizing device. Greater safety is insured with the DiA-PUMP ASPIRATOR 
because the new MICRO-FILTER removes pathogens from the air before it leaves the pump. 


3 LOW-COST MODELS: | 


Dia-Pump Compressor (Model EFC), for 
continuous, heavy- duty operation, provides 
MicRO-FILTERED air at controlled, positive ee 
sure to 30 pounds per ‘Square em 


(Model EF) with Micro-Fiter provides regu- 
lated suction to 22” Hg. and controlled positive 
| pressure to 30 pounds per square inch. | 


rust, or jam, from condensed or even aspirated moisture. The f 


MoBILE DiA-PumP Compressor-Aspi- 

rator with Micro-FILTER, rolls quietly and 

smoothly on rubber casters to any bed in the 

hospital. When in use, protrudes less than a 
. foot from the bed. 


OSborne 5-5200* 


*Representatives throughout the country. For more information or orders, write or call us collect, from any point in the U.S.A. 
In Canada: Air-Shields (Canada), Ltd., 8 Ripley Ave., Toronto 3, Ont., Roger 6—5444. 


Hatboro, Pa., 


1959, VOL. 33 


| 
4 
| 
q 3 
The 
he VF mobile or portable 
AMR SH/E LDS, VC. (A 
i 


ptic 


= 


antise 


To help prevent staphylococcal infection, 

use ror only in the 

operating room and the nursery— 

but everywhere throughout the hospital: 

° for handwashing by all hospital personnel before 

and after caring for every patient 

¢ for routine washing of newborn infants 

e to wash patients ante and post partum 

¢ to wash patients who have a communicable disease 

¢ to wash patients who have an infective disease of the skin 
e for surgeons’ hand preparation ¢ to wash anesthesia equipment 


2 
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STAPH 


Antibacterial detergent with 3% hexachlorophene 
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O REDUCE the spread of staphylococci and other organisms in 
hospitals, handwashing is “ 

control measure. 
far enough because it cannot be relied upon to kill the staphylococci.” 
But “when pHisoHex is used by nurses for handwashing, it is not pos- 
sible to recover Staphylococcus pyogenes from their hands.” In addition, 
bacterial resistance to hexachlorophene does not develop.‘ 


At the National Institutes of Health, the incidence of hospital 
cross infection was practically eliminated when a// hospital personnel 
washed with pHisoHex before and after caring for any patient.’ Routine 


. possibly the most important single 
Just soap-and-water cleansing “...does not go 


use of pHisoHex for bathing infants as well as for routine handwashing 
by hospital nurses has helped prevent staphylococcal epidemics among 


newborn infants.*” 


Why is pHisoHex so often preferred? “The preparation appears 
to kill bacteria quickly, inhibits their growth, renders the skin’s surface 
virtually sterile in many cases, forms an antibacterial.film which kills 
fresh bactetia in the event of subsequent contamination after its use, 
saves time. ... Iti is nonirritating, and it is hypoallergic.”” 
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ylococcal 


infections 


Reinforce the antiseptic umbrella with anti- 
staphylococcal Zephiran® chloride, a powerful 
antiseptic and germicide that is nonirritating to the 
skin and mucous membranes—and Roccal,® a solution 
for general hospital sanitization and disinfection. Roccal 
rinsing renders textiles actively bacteriostatic against 
respiratory and wound discharge. 

Write for or ask the Winthrop man for the new leaflet, 


“Practical Pointers to Protect Your Hospital Against 
STAPH ylococcal Infections.” 


3 
uithnop LABORATORIES New York 18, N. Y. 


pHisoHex, Zephiran (brand of benzalkonium as chloride, refined), and Roccat 
(brand of benzalkonium chloride, technical), trademarks reg. U. S. Pat. Off. i209- 
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COMMITTEE ON NOMINATIONS 
In accordance with the Bylaws of 


the American Hospital Association, the 


members are hereby notified of the 
forthcoming meetings of the Commit- 
tee on Nominations, Feb. 4-5, 1959, 
from 11 a.m. until 12 noon each day, 
at the new Association Headquarters 
Building, Room 210, 840 North Lake 
Shore Drive in Chicago. 

Association members may submit 
names to the committee for consid- 
eration. Officers to be nominated are 


a president-elect, a treasurer, and three | 


members of the Board of Trustees, 
each for a three-year term. The com- 
mittee will also nominate four Dele- 
gates at Large, each for a three-year 
term. The committee will meet again 
in conjunction with the 1959 annual 
convention, at which time a final slate 
of candidates will be presented to the 
House of Delegates for election. 

The chairman of the Committee on 
Nominations is Frank R. Bradley, 
M.D., director of Barnes Hospital, 600 
South Kingshighway, St. Louis 10. 
Other committee members are: Rev. 
Bolton Boone, Methodist Hospital, Dal- 
las 22, Tex.; Ray E. Brown, Univer- 
sity of Chicago Clinics, 950 East 59th 
Street, Chicago 37; Marshall I. Pick- 
ens, Duke Endowment, Charlotte, N.C. 
Lester E. Richwagen, Mary Fletcher 
Hospital, Burlington, Vt.; Albert W. 
Snoke, M.D., Grace-New Haven Com- 
munity Hospital, New Haven 4, Conn., 
and G. Otis Whitecotton, M.D., High- 


land-Alameda County Hospital, Oak- 


land, Calif. 
HOSPITAL SCHOOL ACCREDITATION 


The following letters were ap- 
proved by the American Hospital 
Association’s Board of Trustees, at 
its meeting in Chicago on Nov. 21, 
for the information of all Associa- 
tion members. The letters had pre- 
viously been sent to hospitals with 
schools of nursing. 


November 10, 1958 
To: Administrators of Hospitals 
With Schools of Nursing 

In August of 1958 the American 

Hospital Association’s House of 

Delegates expressed the interest of 

hospital administrators in nursing 

education. More particularly, it 
recommended: 


ASSOCIATION 


SECTION 


“To request the National League 
for Nursing and the American 
Medical Association to join the 
American Hospital Association 
in establishing, as rapidly as fea- 
sible, an independent joint com- 
mission on accreditation of hos- 
pital schools of nursing, to be 
composed of these and possibly 
other groups, in order to spread 
the responsibility and financing 
for the accreditation program 
more fairly among those who 
benefit from the services of 
graduates of hospital schools of 
nursing.” 

Since this action has been taken, 
letters and personal inquiries com- 
ing to headquarters demonstrate 
that the present position of the 
American Hospital Association 
with respect to the present ac- 
creditation program of the Na- 
tional League for Nursing needs 
to be reaffirmed. The Association 


is on record as supporting the 


principles of accreditation and 
strongly urges participation in the 
existing program of the National 
League for Nursing, until such 
time as an independent commis- 
sion is established. 

The independent joint commis- 
sion is not yet a reality. Its estab- 
lishment is a complex matter re- 
quiring the most careful study and 
cooperation of all concerned... [A 
description of an accompanying 
questionnaire followed. The ques- 


OFFICIAL MEETINGS 


Jan. 15-16 Subcommittee on Hos- Chicago 
pital Architects’ 
Qualifications 
Feb. 2 Coordinating Council Chicago 
Feb. 3 Board’ of Trustees Chicago 
Feb. 4-5 Midyear Conference Chicago 
March 20-21 Joint Council Meeting Chicago 
May 18 Coordinating Council Chicago 
May 19 Board of Trustees Chicago 


tionnaire is omitted from this pub- 
lication. Editor. ] 

We are very pleased in the last 
six weeks to have had Miss Eleanor 
Lambertsen join the staff of the 
American Hospital Association to 


be the principal advisor to the 


hospital field in nursing matters. 
I am enclosing a letter from Miss 
Lambertsen directed mainly to di- 
rectors of your schools of nursing 
which should present our philoso- 
phies in more detail. We hope you 
will get this letter to your school 
directors. 
Edwin L. Crosby, M.D. 
Director 
* * * 


November 10, 1958 
To: Directors of Hospital 
Schools of Nursing 
In August of 1958 the American 
Hospital Association’s House of 
Delegates approved a statement 
with respect to hospital schools of 
nursing and voted: . 
“To request the National League 
for Nursing and the American 
Medical Association to join the 
American Hospital Association 
in establishing, as rapidly as 
feasible, an independent joint 
commission on accreditation of 
hospital schools of nursing, to 
be composed of these and possi- 
bly other groups, in order to 
spread the responsibility and 
financing for the accreditation 


program more fairly among. 


those who benefit from the serv- 

ices of graduates of hospital 

schools of nursing.” 

The two actions were compati- 
ble activities and re-emphasize the 
interest, support and responsibility 


of hospitals in nursing education 


and support for hospital schools 
of nursing. 

Since these actions were taken, 
letters and personal inquiries com- 
ing to these headquarters demon- 
strate a need to clarify the present 


position of the American Hospital 


Association with respect to the 
present accreditation program of 
the National League for Nursing. 
The Association is on record as 
supporting the principle of ac- 
creditation and strongly urges par- 
ticipation in the existing program 
of the National League for Nurs- 
(Continued on page 106) 
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(y= OF MY very pleasant as- 
Signments during the year 
was the opportunity to act as a 
member of the U. S. Delegation 
to the World Health Organization’s 
llth Assembly in Minneapolis. 
Dr. Crosby took part as an officer 
of the International Hospital Fed- 
‘eration. Dr. Leroy Burney, sur- 
geon general, Public Health Serv- 
ice, presided with great dignity 
and effect. 

The World Health Organization 
is a vehicle for international good 
will and positive results in the 
field of health. Article I of the 
Constitution states that it is dedi- 
cated to the attainment by all 
peoples of the highest possible 
level of health. 

As I sat through the three weeks 
of the Assembly, I became more 
and more convinced that there is 
a great lack in the considerations 
of the Assembly of the position 
and place of hospitals. Expressions 
of the strengthening of positive 
health programs as emphasized by 
health departments, the meeting 
concerned itself mostly with the 
control of the communicable dis- 
eases and did not give, I think, 
adequate consideration to the prob- 
lems which Dr. Burney discussed 
in his address. 

To quote Dr. Burney, ‘For every 
child who is today saved from 
dysentery, we will have an adult 
who may eventually acquire a 


chronic illness. For every young 


worker who is today spared from 
premature death from malaria, we 
will have an older person who 
may develop one of the diseases 
of later life.”’” Already, the United 
States is materially feeling the 
predictions that Dr. Burney made 
for tomorrow, and, as has been 
previously stated in this column, 
health care of the aged is one of 
the really great problems facing 
the hospitals in the United States 
today. One of the very pleasant 


duties requested of me at the As- 


sembly was to give special atten- 
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your hresident reports 


tion and to look into the wants of 
the delegation from the U.S.S.R. 
The chief delegate for the Russian 
group was Professor Zhdanov, 
Deputy Minister of Health, a very 
likeable person with a good sense 
of humor and understanding of 
life. In all, there were 13 repre- 
sentatives in the delegation, one 
of whom was a woman, Dr. Anna 
Zoubkova. She acted as secretary 
of the group. The Russians took 
the hospitality initiative by invit- 
ing the U. S. Delegation to dinner. 
Sitting down to eat together re- 
laxed the group, and there was 
the usual passing of vodka and 
exchange of toasts. 

The Russians were much in- 
terested in the medical and hos- 
pital facilities of the Twin Cities 
and in the Mayo Clinic and hos- 
pitals at Rochester, both areas 
which they visited frequently. 
They expressed a desire to find 
out as much as they could in a 
short time about health protection 
in the United States. In turn, I 
attempted to find out as much as 
I could at this long range about 
Russian facilities for hospital care 
by talking to the members of the 
delegation and from what printed 
material they had at hand to give 
to me. 

The Soviet system of health 
protection. embraces more than 
200 million people spread over an 
area of nearly nine million square 


miles. This vast number of people, 


in thin distribution in many parts, 
necessarily creates tremendous 
problems. Statistics published in 


1950 show that there have been 


vast decreases in the death rate 
from the time of the czar’s regime, 
and credit is given to the new form 
of organization of medicine and 
hospitals. 

In the, past, town. clinics ex- 
isted separately from _ hospitals. 
This made a situation where the 
doctors treating outpatients ex- 
amined them in their first stages 
of illness but lost contact with 


' them when they were admitted 


to the hospital. Consequently, hos- 
pital doctors saw patients whose 
illness was in advanced stage. Of 
course, they knew nothing of the 
first period of complaint. It was 
decided to integrate hospitals and 
clinics. A new organization had to 
be set up that would permit doc- 


tors to examine and treat patients | 


from the first moment of his ill- 
ness until he was restored to 
health. Hospitals and clinics were 
amalgamated in 1947. 

The doctor now works in the 
clinic and in the hospital. He has 
wide access to consultation with 
the specialists and to the latest 
methods of diagnosis and treat- 
ment. The statistics show that the 
reorganization had produced good 
results. The skill of the doctors 
had improved and people in need 
of hospital treatment are taken in 
more quickly. Illness and mortal- 
ity rates have declined. From their 
reports, the death rates from in- 
fectious disease decreased by 39 
per cent in the towns between 
1950 and 1954; from diseases of 
the digestive organs by 38 per 
cent; pneumonia by 39 per cent. 
In 1956, compared with 1913, the 


‘death rate in the Soviet Union, had 


declined from 30.2 per 1,000 of 
the population to 7.7. In Soviet 
hospitals, and in the same twelve 
months, 746,000,000 visits were 
made to outpatient departments. 

Before leaving, the U.S.S.R. del- 
egation expressed great pleasure in 
their visit to the United States, 
and invited me to come to Moscow 
where I would be shown every- 
thing. I stated that it was all fine, 
all I needed was money. “Not so,” 
they replied, “every American has 
lots of dollars.” 


Ray Amberg, president 
American Hospital Association 
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“YES...1 HAVE SPECIAL REASONS FOR SPECIFYING BUFFERIN™ 


There are a lot of reasons why so many physi- 
cians specify Bufferin. For instance, it’s better 
tolerated-than plain aspirin—many times bet- 
ter tolerated according to one recent study! of 
236 patients. Therefore, it’s the choice when 
high-dosage or long-term salicylate therapy 
is indicated. And Bufferin contains no sodium 
—so it’s ideal for effective pain relief when the 
patient’s on a low-salt or salt-free diet. 
Bufferin makes work easier for the hospital 


staff too: no stomach upsets to waste nursing 
time—the fast onset of action means fewer of 


_ those “why don’t I feel better yet” calls. 


BUFFERIN: 1,000’s save money - Save space - save time 
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ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


And the new 1,000 tablet hospital size bottle 
of Bufferin means that you can now economi- 
cally stock this fine analgesic for general hos- 
pital and out-patient use. Be sure it’s available 
in your pharmacy. 

Each Bufferin tablet combines 5 grains of aspirin 
with Di-Alminate (Bristol-Myers’ name for the ex- 


clusive combination of the antacids aluminum glycin- 
ate and magnesium carbonate). 


1. Sher, D. B.: Aspirin and APC Irritation of the Stomach, 
Scientific Exhibit, World Congress of Gastroenterology; 
Washington,-D.C., May, 1958. 
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Htafessional fractice 


to it. NIMP then matches the stu- 
dent with the internship he rates 
the highest, insofar as the hospi- 
tal’s relative evaluation of the 
student applicant makes this pos- 
sible. 

The last completed program rep- 
resented the seventh consecutive 
year in which student and hos- 
pital choices have been matched 
without error by NIMP. The suc- 
cess of each matching depends 
upon (1) the distribution of care- 
fully prepared materials to medi- 


NATIONAL INTERN 


MATCHING PROGRAM: 


seventh annual report | 


(Continued from page 50) 


cal students, medical schools and 
hospitals, (2) the meeting of dead- 
lines on the part of students, hos- 
pital administrators, medical school 
deans and the NIMP office, and (3) 
the careful checking and recheck- 
ing of both student and hospital 
choices, both with the students and 


hospitals and within the mechan- 
ical system of the matching itself. 


ESSENTIAL STEPS OUTLINED 


During the winter and spring 
before the matching cycle begins, 
hospitals and students make ar- 


' rangements to participate in the 


STRIKING THE RIGHT MATCH 


While previous reports of NIMP have given detailed 
descriptions of the mechanisms of matching, few are as 
easily understood as the one prepared by N. C. Webb 
Jr., M.D.,* at the time he was a student member of the 
NIMP Board of Directors and himself being matched to 
an internship. The significant portion of Dr. Webb‘s de- 
scription is reproduced below. 


STUDENT PREFERENCE LISTS 


Green SMITH Jones 

1. MT. SINAI 1. MT. SINAI l. Internia 

2. Internia 2. Internia 2. ST. JOSEPH 
3. MT. SINAI 


HOSPITAL PREFERENCE LISTS 
The number in parentheses shows the number of in- 
terns being sought by each hospital. 


MT. SINAI (2) Internia (1) ST. JOSEPH (1) 


1. Jones 1. SMITH 1. Jones 
2. SMITH 2. Jones 
3. Green 3. Green 


Consider Green, whose first choice is Mt. Sinai, which 
offers two internships, and which has ranked him third. 


Unless either Jones or Smith get matched elsewhere, he | 


cannot get in. He is also waiting at Internia, since it, offer- 
ing but one internship, has shown preference for Smith 
_and Jones, and, unless both Smith and Jones get matched 
elsewhere, Green is not in here yet either. 

Consider Smith. He ranked Mt. Sinai first, and it ranked 
him second. Since Mt. Sinai offers two internships, Smith 
can be permanently “matched.” Since Smith is now 
matched at his first choice hospital, his name is removed 

*Webb, N. C. Jr. 1959 Directory of Approved Hospitals Participating in the 


_ Matching Program for Internship Appointments. Evanston, Ili. National Intern 
Motching Program. 
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from Internia, his second choice, and Jones and Green 
slide up. 

Now the situation looks like this (*indicates a perma- 
nent match): 


STUDENT LISTS 
Green SMITH Jones 
1. MT. SINAI ‘1. MT. SINAI 1. Internia 
2. Internia 2. Internia 2. ST. JOSEPH 
3. MT. SINAI 
HOSPITAL LISTS 
MT. SINAI (2) Internia (1) ST. JOSEPH (1 
1. Jones 1. SMITH 1. Jones 
*2. SMITH 2. Jones 
3. Green 3. Green 


Consider Jones. Since the removal of Smith from In- 


ternia’s list, Jones has moved up to top position. This is 
a permanent match, since it is Jones’ first choice. Jones’ 
name is removed from the Mt. Sinai list and from the 
St. Joseph list, since he is matched at a hospital he pre- 
fers to either of these. | 

Now the situation looks like this (* *denotes filled hos- 
pital): 


STUDENT LISTS 
Green SMITH Jones 
l. MT. SINAI MT. SINAI *1. Internia 
2. Internia 
HOSPITAL LISTS | 
-MT. SINAI (2) **Internia (1) 8ST. JOSEPH (1) 
1. Jones 1. SMITH l. Jones 
*2 SMITH *2. Jones 
3. Green 3. Green 


The removal of Jones’ name from Mt. Sinai allows 
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program. The timetable of the pro- 


gram follows (dates vary slightly 


from year to year): 

October. Hospital directory is 
published, containing a description 
of each participating hospital, 
types of internships offered and 
intern quota for each. 

At the same time the student 
directory is published containing 
name and medical school of each 
participating student. 

October 1-January 10. This is the 
period during which students make 


Table 1—General results of National Intern Matching Program, 1952-58 


Hospitals Intern Total Total 4 Number Students 

partici- programs’ positions positions Per cent unfilled partici- Students 
Yeor _—i pating offered offered filled filled positions pating unmatched 
1952 795 1068 10414 5564 53 4850 568i 3=««117 
1953 808 1102 10971 5744 52 5227 6033 289 
1954 820 1032 10729 6051 56 4678 6412 361 
1955 814 1056 11075 6379 58 4696 j= 6713 334 
1956 821 1063 11459 6588 57 4871 6821 233 
1957 822 1052 11804 6539 55 5265 6923 384 
1958 819 1062 ; 11958 6734 52 


5224 7031 397 


Table 2—Application per student participating in 
National Intern Matching Program, 1952-1958 


application to hospitals for intern- Number per 
ships. The process of application Year Number of Students Number of applications student 
usually involves personal visits to 1952 5681 21728 3.8 
the hospitals in which the students 1953 6033 19416 3.2 
are interested. 1954 6412 21579 3.4 
October 1-December 10. Medical 1955 6713 25617 — 3.8 
school deans send letters of rec- 
‘ommendation to the hospitals so | | 
that insofar as possible, the hos- - : 
pitals may have this information , | 
when students are being con- Table 3—Percentage of students matched 
sidered. ¢ by order of choice, 1952-1958 
January 31. Closing date for re- 
ceipt at NIMP office of student Per cent Per cent Per cent fourth choice 
and hospital confidential rank Year first choice second choice third choice or lower 
order lists. : 1952 se 10 3 3 
February 16. Confidential lists are 1953 = 10 3 2 
confirmed to each student and hos- 3 
pital. 1955 76 14 5 5 
February 21. Closing date for ac- 
1957 76 13 6 5 
cepting corrections to student or 1958 74 14 . 6 


hospital confidential rank order 
lists. 

February 23. Matching operation 
begins. 

March 11. Results of the matching 
plan are mailed to medical school 
deans and to hospitals. 

March 16. Results are given to the 
students by the deans. At the same 
time hospitals receive their match- 
ing results. 

March 16-26. Hospitals send con- 
tracts to matched students and 
students sign and return the con- 
tracts. 


has been in operation there have 
been no striking shifts in general 
statistics (Table 1, above). The 
number of unmatched students 


continues to be large because of 


the difficulty which foreign grad- 
uates have competing with USS. 
and Canadian students for the 
more popular internships. Gradu- 
ates of foreign schools constituted 
approximately 38 per cent of all 
unmatched graduates. In the pro- 
gram of 1959-60, (the coming pro- 
gram) because screening by the 


Educational Council for. Foreign 
Medical Graduates will be required 
for the registration of graduates 
from foreign schools, the number 
of foreign graduates participating | 
in the program—and, therefore, 
the number going unmatched— 
will be sharply reduced. After 
1959 the number of participating 
foreign graduates should begin to 
go up but also, because of the 
ECFMG screening, the percentage 
matched should be increased. 
Table 2, above, illustrates the 


During the years the program 


‘STRIKING THE RIGHT MATCH (Continued from page 59) 


Green to slide up into second place. Since two internships 
are offered at Mt. Sinai, Green is a permanent match. 
Final results: 


MT. SINAI SMITH and Green 
Internia __Jones 
ST. JOSEPH none 


_ The three students all were matched with their first 
' choice hospital. In this example, we have seen how men 


60 


“slide up’’ on hospital lists, as men about them are 
matched to hospitals which they desired more. You will 
note that each man holds his positions on the lists of the 
various hospitals untif&he becomes a permanent match. 
No one can “by-pass’’ a student on a hospital list. A 
student is removed from a hospital list only when he is 
matched with a hospital he prefers more. St. Joseph got 
no intern because its one applicant preferred Internia 
and was matched there. : . 
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Table 4—Hospitals’ ranking of students 
with whom they were matched, 1956-1958 


Per cent Per cent Per cent 
matched from matched from matched from Per cent 
Year rank group 1* rank group Il rank group iil other Total 
1956 61 24 11 a ’ 100 
1957 19 7 3 100 
1958 67 22 8 3 100 


*If hospital quota is 10, first 10 men on list form rank group |, numbers 11-20 rank group II, etc. 


trend for each student to apply to 
an increasing number of hospitals. 
Table 3, page 00, shows a slight 
continuation of the downward 
trend in students receiving their 
first choices. These two trends can 
. be taken to indicate that students 
are adding, as first choice, insti- 
tutions in which they may feel 
‘their chances of acceptance are 
open to question, but also in which 
they would like to intern if they 


possibly can. A student can justify 


such “tries” because in doing so, 
he knows that he is not hurting 
his chances for his second or third 
choice hospitals—hospitals which 
formerly he would have listed in 
first and second place. 

Table 4, above, shows a slight 
drop in the percentage of hospi- 
tals receiving their highest choices 
of students. There is no logical ex- 
planation for this. The significant 
thing here -is that the percentage 
of hospitals receiving the total of 
their first and second choices has 
remained essentially the same. 

Other significant developments 
analyzed from NIMP data are: 

1. The quota saturation percent- 
age for hospitals affiliated with 
medical schools has been increas- 
ing and is more favorable than 
that for the unaffiliated hospitals. 

2. Federal services (Veterans’ 
Administration excluded) are en- 
joying 100 per cent quota satura- 
tion. 

3. While more hospitals are of- 
fering higher stipends, the increas- 
ing high quota saturation for the 
low as compared to the high sti- 
-pend hospitals shows that increas- 
ing numbers 


tors other than stipend offered. 

4. Those hospitals with intern 
quotas of 20 or more are experi- 
encing a much higher quota sat- 
uration than those with lower 
quotas. 
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of graduates are | 
attracted to an internship by fac-.- 


5. If the federal services are ig- 
nored, approximately half of the 
graduates intern outside of the 
states in which their schools of 


graduation are located, one fourth 


intern in hospitals affiliated with 
their schools of graduation, and 
the other fourth leave the hospi- 


tals of their schools of graduation 


but stil! remain in the state. This 
distribution is essentially the same 
for the graduates of both publicly 
and privately owned schools. 
After seven years of operation, 
it is gratifying to witness the suc- 
cess of a complicated socioeconomic 
experiment of this type. It is one 
that justifies itself not only in the 
name of important service but 
also in the name of research data 
that are leading to a better un- 
derstanding of a very important 
aspect of medical education and 


service. bd 
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NOTES AND COMMENT 


Heart, blood research reported 


Following are summaries of three presentations of interest to hospitals 
given at the 1958 Clinical Congress of the American College of Surgeons 


Chicago: 


. Small heart-lung machine 
meets surgery emergencies 


A small, “first-aid” version of 
a heart-lung machine that can be 
put into operation within minutes 
in cases of heart stoppage was de- 
scribed by a group of New Orleans 
investigators. The unit can be kept 
on a rolling table in constant read- 
iness on the operating floor. 

‘‘Animal experiments have dem- 
onstrated the feasibility of this 
method,” said the scientists. ““‘The 
pump-oxygenator can be func- 
tioning within 10 minutes, with 
resumption of normal cardiac 
rhythm following dramatic im- 
provement in myocardial color’’. 

The unit has been employed 
twice in human cases of cardiac 
arrest occurring in the accident 
room at Charity Hospital, New 
Orleans. The two hearts had been 
massaged unsuccessfully by hand 
for 60 and 40 minutes, respec- 
tively. When the pump-oxygenator 
was applied, vigorous cardiac ac- 
tion returned. Neither patient sur- 
vived, however, because of the 
conditions that caused the heart 
stoppage. 

However, the experience dem- 
onstrated that the extracorporeal 


circuit could be put into effective 
operation within 30 minutes even 
under the most unfavorable cir- 
cumstances. 

The unit also has been used to 
infuse drugs into isolated segments 


* of the body, including the ex- 


tremities, breasts, pelvis and lungs. 
There have been no untoward ef- 
fects in 50 patients. 

The report was presented by M. 
Martin Halley, M.D., Dennis Ro- 
senberg, M.D., Robert Ryan, M.D., 
Keith Reemtsma, M.D., and Oscar 
Creech Jr., M.D., of the depart- 
ment of surgery, Tulane Univer- 
sity school of medicine, and the 
Tulane Surgical Service of Char- 
ity Hospital. 


New knowledge widens 
uses for blood substitute 


New knowledge about the com- 
position of dextran, the blood 
substitute, is opening the possi- 
bility of new treatment of circula- 
tory problems, reported Gunnar 
Thorsén, M.D., assistant professor 
of surgery, Karolinska Institute, 
Stockholm, Sweden. 

Dr. Thorsén said it has been 
possible to obtain a breakdown of 
dextran into different molecular 
sizes. 

(Continued on page 108) 
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Voila! Heinz Ketchup changes ‘good’ to...‘great’! 


@ Bravo! Ole! Wunderbar! That’s what chefs say in 


every language about the magic ingredient of volume 


cooking— Heinz Ketchup! 


e@ Heinz costs so little—yet is so effective in sparking 
up almost any recipe. It’s uniformly good—that’s 


FASOULIA \ 
SERVINGS: 48 (3% cup each) 
PRODUCTS: Magic Onions, Tomato Soup, Ketchup 


Cover onions with 
INGREDIENTS SSS water; allow to stand 


20 minutes. Brown beef 


*Magic Onions 1% ozs. 1 cup and onions in shorten- 

Water 1 cup ing. Add salt and re- 

Ground beef or lamb 8 Ibs. argu ingredients. 

Shortening Y% cup *1 quart chopped, fresh 

Salt Y cup onions may be substi- 

Heinz Condensed Cream of tuted; omit water. 
Tomato Soup, undiluted 1 51-0z. can 

Heinz Tomato Ketchup 1 quart 

Cooked green beans 5 ibs. 1 galion 


why good cooks everywhere depend on Heinz Ketchup 
—and why Heinz Ketchup outsells all other kinds. 


e@ The two recipes below are two ways that chefs 
“cook with Ketchup— HEINZ to be sure.”’ Try ’em 
soon—and you'll become a cook-with-Heinz booster. 


Heinz \57/ _ You know it’s good because it’s Heinz! 


JAMBALAYAH 


SERVINGS: 50(3% cup each) we 
PRODUCTS: M Soup, Ketchup, 8 evein. Cut in 
20 minutes. Cook cele 
Green shrimp 12% Ibs. ry 
and green peppers in 
*Chopped Magic Onions 1% cups —s shortening until tender. 
ery, chopped quarts tables, soup and re- 
Green pepper, chopped 1Ib.,6 ozs. 5 cups maining ingredients. 
3 51-02. cans = Serve over hot, 
Heinz Tomato Ketchup 1 quart fresh 
Heinz Worcestershire Sauce % cup onions may be substi- 
Salt oe 1 tablespoon tuted. Omit water. 
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sewwice and dietetics 


Two new production tools for dietitians and chefs— 


by JAMES F. CALLAHAN 


T WASN’T too many years ago 
that standardized recipes were 
unknown in large quantity food 
service operations. Each cook and 
baker had his own special method 
of preparing menu items, and each 
guarded his ,secrets jealously. A 
patient lucky enough to receive a 
souffie on the day “Chef Louie” 
was on duty was served a dish fit 
for a king. Another day, what was 
supposed to be the same souffle 
would be a flat, tasteless, poor imi- 
tation of the original product. 
“Chef Louie” was off duty. His 
secret was home with him. 
Questioning Louie, or any of the 
other chefs, about their master- 
pieces would produce pained ex- 
pressions and a deep silence. About 


the only information they would 


freely give was the three basic 
rules of cooking. Remember them? 

1. When it is smoking it is cook- 
ing. 

2. When it is black it is done. 

3. When it runs over it is full. 
_  .Today, standardized recipes are 

accepted as a necessary production 
tool by most progressive food 
operators. They are used chiefly 
for three purposes: quality con- 
trol, production control, and cost 
control. 

To fulfill these requirements the 
recipe must be flexible enough to 
cover all necessary yields. A rec- 
ipe standardized for 100 servings 
cannot be used for 180 servings 
unless it is accurately adjusted. 

Expanding recipes to meet vari- 


James F. Callahan is food production 
supervisor at the Veterans Administration 
Hospital, Little Rock, Ark., and inventor 
of the method and tools for recipe yield 
adjustment described in this article. The 
statements and conclusions ee by 
the author are the results of his own 
study and do not necessarily reflect the 
opinion or policy of the Veterans Admin- 
istration. 

The Recipe Magician and Yield Control 
Guide described in this article are avail- 
_ able from the author at a nominal charge. 
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With a change in the method of 
listing recipe ingredients, and the use 
of two new simple production tools, 


the author states a recipe can be easily. - 


adjusted to meet actual needs. The 
recipe can be converted so quickly and 
easily that the dietitian, or food pro- 


duction supervisor, can wait until ac- 


tual preparation before adjusting the 
recipe. Cooks and bakers can be 
taught to accurately adjust their own 
recipes, relieving the dietitian for 
other important duties. 


ous yields by today’s generally 
accepted methods requires mathe- 
matical calculations that are diffi- 
cult for most people. The process, 
moreover, requires much valuable 
time. To expand by ‘“estimate”’ is, 
of course, disastrous. 

To eliminate this difficult, time- 


- consuming task, the writer has de- 


vised a new method which is both 
quick and accurate. After more 
than three years of use in a large 
hospital kitchen, the plan has 
proved highly successful to both 
kitchen employees and manage- 
ment. 


THE NEW METHOD 


This new method involves: 
1. A basic change in recipe con- 
struction. 


HOW TO ADJUST RECIPE YIELDS 
QUICKLY AND ACCURATELY 


2. Use of two new production 
tools. 

The basic change in the recipe 
is in listing the ingredients By the 
“percentage of total weight” in- 
stead of by pounds and ounces. 
This is, of course, not a new idea, 


- but it is not commonly used. As an 


example: 
PRESENT PERCENTAGE 
METHOD METHOD 
LBS. OZ. 
Ingredient A 0 40 % 
Ingredient B 2 8 25% 
Ingredient C 1 8 15% 
Ingredient D 2 0 20% 
Total 10 0 100 % 


To calculate the “percentage of 
total weight” for Ingredient A, the 
dietitian or cook would merely fig- 
ure what percentage 4 pounds is 
of 10 pounds, the total weight of 
ingredients for the recipe. 

The two new production tools 
used in this new method of con- 
verting recipe yields are: 

1. Recipe Magician. This is a slide 
rule device that converts the per- 
centage figures of the recipe back 
to pounds and ounces at any de- 
sired yield. | 

2. Yield Control Guide. This is a 
guide to use in determining where 
to set the sliding bar of the Rec- 


Fig. I1—The Present Method of Adjusting Recipe Yields 


HAMBURGER 

YIELD: 100 SERVINGS PORTION SIZE: 4 oz. (UNCOOKED) 

100 SERVINGS 180 SERVINGS 
INGREDIENTS LBS. OZ. LBS. OZ. 
Bread, fresh 1 13 times 1.8 equals 3 2 
Tomato juice 4 6 times 1.8 equals 7 10 
Onion, minced 0 8 times 1.8 equals 0 15 
Eggs, whole 1 13 times 1.8 equals 3 2 
Salt ¢) 4 times 1.8 equals 0 7%, 
Beef, ground 17 0 times 1.8 equals 29 11 

Total 25 12 
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ipe Magician for desired yield. 
(Actually total weight needed.) 


PLAN PUT TO USE 


To illustrate the plan, compare 
the expansion process of a sim- 
ple hamburger recipe by today’s 
method and this new method. We 
want 180 servings of 4 ounces each 
(uncooked). 

Figure I on p. 63 has been 
standardized for 100, four-ounce 


servings. To accurately expand the | 


yield to 180, four-ounce servings, 
each ingredient weight must be 
multiplied by 1.80. As you can see 
this is an involved process, and the 
mathematics must be repeated 
each time the quantity require- 
ments -are changed. 

Under the new method the same 
hamburger recipe now looks like 
this: 

HAMBURGER 


YIELD: 100 SERVINGS 
PORTION SIZE: 4 oz. (UNCOOKED) 


INGRE- 100 SERVINGS PCT. OF 
DIENTS LBS. OZ. TOTAL WGT. 
Bread, fresh 1 13 7 
Tomato juice a 6 17 
Onions, minced 0 8 2 
Eggs, whole 1 13 7 

Salt 0 4 1 

Beef, ground 17 


0 66 


Total 25 12 


Pound .and ounce figures have 
been replaced by percentages. 
These percentages are found by 
dividing the total weight of each 
ingredient by the total weight of 
ingredients for the recipe. For ex- 
ample, with fresh bread, divide 1 
lb. 13 oz. (weight of bread) by 25 
Ibs. 12 oz. (total weight). | 

At this point, to adjust this rec- 
ipe for the new yield, use the first 
production tool—Table No. 1 of 
the Yield Control Guide (Fig. II, 
above). First locate the desired 
portion size (at top of column) in 
this case four ounces. Then locate 
typical cooking loss in left-hand 
column, which is none. Now read 
the guide like a mile indicator of a 
road map; at the point where these 
two columns meet is the weight 
of one serving. This weight is .25. 
To find the total weight to prepare 
multiply the weight of one serving 
(.25) by 180 (number of servings). 
The total weight is 45 pounds. 

Now use the second production 
tool, the Recipe Magician. (Fig. III, 


right.) This slide rule consists of a 
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Fig. 1l—Yield Control Guide (Table 1) 


WEIGHT PER PORTION (IN HUNDREDTHS OF POUNDS) 


PERCENTAGE LOSS 


READY TO SERVE PORTIONS (WEIGHT IN OUNCES) 


31%, 5 5% 6 


IN COOKING 
AND HANDLING 2- 2% 3 
None 3 13 .16 19 
5 .20 
10 .14 -21 
15 18 .22 
20 16 .20 
25 21 .25 
30 .22 -27 
35 .20 .24 29 
.26 .32 


40 21 


.22 25 28 .32 35 .38 
.23 .33 .36 .40 
24 28 31 35 .38 .42 
25 .30 .33 .37 .40 44 
28 .32 .36 39 +.43 
29 .38 .42 46 .50 
.31 .36 45 49 54 
.34 .39 43 48 53 58 
.37 42 47 .63 


percentage-weight chart (shown 
as pounds-ounces) and a movable 
bar on which percentage figures 
are given. One simply moves the 
sliding bar to the desired total 
weight figure, in this case 45 
pounds, and reads off the required 
ingredient weight. (If 66 per cent 
is needed, add 60 per cent and 6 
per cent, etc.). For example in 
the hamburger recipe for 180 serv- 
ings, the percentage-weight of 
fresh bread is 7 per cent. So with 
the slide bar on 45, merely read 
across to 7 per cent and up and 
you will note 3 lbs. 2 oz., as the 
required weight of fresh bread for 
180, four-ounce servings of ham- 
burgers. 


NEW RECIPE ADJUSTED 


The recipe set up by the per- 
centage basis, adjusted for 180, 
four-ounce servings, now looks 
like this: 


HAMBURGER 
INGRE- PCT. OF 180 SERVINGS 
DIENTS TOTAL WGT. 
Bread, fresh 7 3 2 
Juice, tomato 17 7 10 
Onions, minced 2 0 15 
Eggs, whole 7 ee 2 
Salt 1 0 
Beef, ground 66 29 11 


It should be noted that the 
quantities of ingredients in this 
recipe are identical to the ones 
obtained in the adjustment of the 
original hamburger recipe. But, 


only one mathematical calculation 
was required, and that to find the 
total weight needed. The recipe it- 
self was adjusted for this new yield 
by a simple reading process. — 

One could just as easily have 
read the quantities for any re- 
quired yield at four ounces by 
merely moving the sliding bar of 
the Recipe Magician. 

By using a different column in 
the Yield Control Guide, one can 
alter the portion size and develop 
the recipe for any required yield 
just as easily. Known cooking 
losses are allowed for by reading 
from the appropriate percentage 
loss column. 

A decrease of one-fourth ounce 
or one-half ounce in portion size 
may not even be noticed by the 
patient, and yet could mean the 
difference between operating with- 
in or over the food budget to the 
dietitian. | 


A COMPLETE RECIPE 


This recipe now meets all the 
qualifications of a good production 
tool. It has: 

Quality Control. Quality control 
is maintained at all levels because 
ingredient balance is maintained 
at all yields. Guesswork, therefore, 
is eliminated. 3 

Quantity Control. There is closep~ 
quantity control because of ease 
in which recipes are adjusted for 
actual needs. | 

Cost Control. Cost control is pos- 
sible because portion sizes may be 


Fig. II—A Section of the Recipe Magician with Sliding Bar Set at 45 Pounds 


TOTAL 
LBS. 


45 0-7% 0-15 1-5 1-13 2-4 2-11 3-2 3-10 4-1 4-8 9-0 13-8 18-0 22-8 27-0 31-8 


9 10 20 30 40 50 60 70 
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Like super malts and giant sundaes, this double-the-cheese burger, made with Kraft Ribbon 
Slices, is a deluxe menu item that commands customer attention and stimulates sales. 


Kult Ribbon com Aove yow 
up to ov pound 


In using cheese for sandwiches—plain, grilled or 
on burgers—it’s simpler and more economical in 
the long run to get perfectly sliced portions in 
Kraft’s loaf of Ribbon Slices. 

A time-study to find out how much it costs to 
slice cheese on the premises invariably astonishes 
the food service manager. Labor cost is ordinarily 
about 4¢ a lb. Waste can easily run to 6¢. Together 
they add a dime a pound to the price of bulk 
cheese. For much less than that you have all the 
advantages of top-quality cheese that’s portion- 
sliced—ready to use. ; 


The Kraft loaf is so marked that you decide how 
many slices you want—48 (best for sandwiches) or 
64 (best for cheeseburgers). Run a knife through 
the markings on the protective wrapper and you’re 
in business. 

When customers are waiting to be served, you'll 
really appreciate Ribbon Slices. They’re always 
ready for a sandwich, and have the excellent melt- 
ing qualities you and your patrons prefer. 

Use of Kraft Ribbon Slices is the way to make 
certain of getting full profit on each and every 
cheese sandwich you serve. 


continued... 
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th to potk up pllotos, 


eT 
PICKLES 


Make a showpiece out of that simple sandwich! Dress up 
the plain items on your menu. Crisp green pickles on the 
plate—and as an ingredient in many a dish—will more than 
pay their way! 


Both “class restaurants”. and “fast food” opera- 
tions find that pickles increase (1) eye and appe- 
tite appeal, (2) customer satisfaction, (3) selling 
price, and (4) profit margin. 

There’s no better way you can get so many 
benefits from so small an expenditure. For mere 
pennies, or fractions thereof, you justify a more 
liberal mark-up when you start using pickles 
generously to dress up the dishes you serve. 

“Elementary? Yes, but so much so, it’s easily 
overlooked. And don’t overlook the fact that the 
pickles you serve must be crisp and firm, with 
characteristic true flavor. Kraft pickles are, in 
addition, of uniform size and quality. Use them 
as garnish and in entrees, in sauces and sand- 
wiches, to add a decorative touch.and delicious 
taste to many of your menu items. Your choice of 
13 varieties in No. 10 tins or 1-gal. jars. 


” 


Olives add a lot of glamor at little cost! Get this “extra value"’ 


they desowe in mon, ploaning 


Olives are certainly not a luxury today. Actually, 
without adding appreciably to portion cost, olives 
can convert an otherwise plain dish into a fancy 
one. And this superior presentation is something 
customers appreciate and will pay more for. 

It’s easy to select green olives from the Kraft 
line because they are all prime-quality Spanish 
imports: large, meaty “queens” (plain, stuffed, or 
pitted), and tender, stuffed manzanillas. Your 
Kraft man will gladly give you count per pack 
and portion cost. 

Too few operators capitalize enough on the value 
of olives in food showmanship. Do you? 


Get Expert Help to Control 
Portions, Costs & Quality 


Regard the Kraft man as your consultant on any 
food problems. And use the many services Kraft 
maintains for you: recipes of all kinds, menu and 
portion information as well as merchandising 
advice and free materials. These—with the supe- - 


+ rior quality you get from Kraft products — will 
Bo bring more customers into your establishment. 

> Kraft quality from your kitchen brings customers to your tables 


into more foods you serve. It’s an eye- and palate-pleasing touch. 


Give olives the dtomatic role 
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Fig. IV—-LAYER CAKE CONTROL CARD Yield Control Guide (Table 2) 


SCALE 


4 


NUMBER OF SCALE SCALE SCALE SCALE 
LAYERS 8 OZ. 9 OZ. 10 OZ. 11 OZ. 12 OZ. 
14 7 Ibs. 8 Ibs. 2 OM. 10 Ibs. 11 Ibs. 
16 8 Ibs. 9 Ibs. =~ 10 Ibs. 11 Ibs. 12 Ibs. 
18 9 Ibs. 10 Ibs. 12 Ibs. 13 Ibs. 14 Ibs. 
20 10 Ibs. 12 Ibs. — 13 Ibs. 14 Ibs. 15 Ibs. 
34 17 Ibs. 20 Ibs. 22 Ibs. 24 Ibs. 26 Ibs. 
36 18 Ibs. 21 Ibs. 23 Ibs. 25 Ibs. 27 Ibs. 
38 19 Ibs. 22 Ibs. 24 Ibs. . 27 Ibs. 29 Ibs. 
40 20 Ibs. 23 Ibs. 25 Ibs. 28 Ibs. 30 Ibs. 
56 28 Ibs. 32 Ibs. 35 Ibs. 39 Ibs. 42 Ibs. 
58 29 Ibs. 33 Ibs. 37 Ibs. 40 Ibs. 44 Ibs. 
60 30 Ibs. 34 Ibs. 38 Ibs. 42 Ibs. 45 Ibs. 


easily adjusted to follow market 
price trends. 


CONVERTING CAKE YIELDS 


To further illustrate the use of 
this system, take the cake recipe 
below taken from a recipe book 
put out by a commercial firm. 


YELLOW CAKE 


INGRE- 
PCT. DIENTS 


24 Cake flour 5 0 


PROCEDURE 
Scale in order. 


1% Baking » Mix 2 to 3 
powder minutes on first 
30 Sugar 6 8 speed. Scrape 
3% Dry milk down to keep 
powder smooth. 
Salt 2%, 
7 Shortening 1 8 
14 Water 3 0 
9% Eggs 2 0 Add and mix 


in three por- 
tions. Mix 3 to 


9% Water 2 0 15 minutes on 
first speed. 

100 _ ‘Total Scale 8 oz. for 
Weight 21 4, 7-inch pan. 


This. recipe will undoubtedly 
make an excellent product as do 
most recipes put out by large com- 
mercial organizations. Like most 
of these recipes, this recipe will 
be difficult to adapt to the individ- 
ual needs of an organization. If a 
7-inch pan is used and the scal- 
ing weight is kept at 8 oz., it 
will be easier to use. Ingredient 
weights, however, will still need 
to be adjusted to fit the desired 
yield. This can be a time-consum- 
ing operation as has been demon- 
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strated in the hamburger recipe 
earlier in this article. 

It is more likely that the pan 
to be used will be either an 8- 
inch or a 9-inch pan, and the scal- 
ing weight of 8 oz. will be too small 
for these pans. This factor makes 
the problem much more compli- 
cated, and undoubtedly discour- 
ages many quantity cooks from 
trying new recipes. 

To make this recipe adaptable 
to the needs of any organization, 
the weights have been changed to 
“Percentage of Total Weight”’ fig- 


ures. They are listed in the left- 
hand column of the recipe. This is 
a simple process in which the 
weight of each ingredient is di- 
vided by the total weight of all 
ingredients. Any recipe can easily 
be converted, and once done is 
ready for use in this new system. 

With these percentage figures, 
one is ready to use the Yield Con- 


trol Guide (see Fig. IV, left). 
Note that “layers” are used as 
cake units rather than “portions”. . 


This is done to avoid working with 
fractions of a cake. From this table 
the scaling weight used by the or- 
ganization may easily be selected, 
and the total weight required for 
the number of layers desired can 
be easily determined. 

With this information the slid- 
ing bar of the Recipe Magician is 
set, and the percentage figures of 
the recipe converted to pounds 
and ounces at the yield actually 
needed. The recipe has now be- 
come a much more valuable pro- 
duction tool. 

Table 3 of the Yield Control 
Guide, not included here, is 
tailored especially for cookie rec- 
ipes. Table 4, which is also fea- 
tured. in the complete control 
guide, is for rolls, biscuits, dough- 
nuts, etc. The combination of 
these tables and the Recipe Magi- 
cian make these type recipes just 
as easily adjusted as the cake or 
the hamburger recipes above. ® 


NOTES AND COMMENT 


Announce 1959 food supervisors’ course 


Applications are now being received for the 1959 course for training 
hospital food service supervisors at Michigan State University, East 
Lansing. Offered for the fourth time, the ten-week course is designed to 
assist hospitals in developing adequately trained supervisory personnel. 
The course is sponsored by the American Hospital Association and Michi- 


gan Hospital Association and the 
American and Michigan Dietetic 
Associations. 

Personnel are trained in the 
program to function more effec- 
tively: 

1) situations where they 
operate under the supervision of 
a professionally qualified dietitian, 
or 
2) in those more numerous hos- 
pital situations where no full-time 
dietitian is available. 

The first nine weeks of the 
course will be held February 2 
through April 3, 1959, with a final 
week seminar October 5-9. The 


final week is designed to interpret 
the teaching of the first nine weeks 
and to provide the students with 
the opportunity to resolve ques- 
tions and share experiences ac- 
quired at their hospitals during 
the interim months. 7 

The course is open to applicants 
from hospitals in Michigan and 
nearby states. 

Employees who are enrolled in 
the course will receive instruction 
in management skills, basic prin- 
ciples in food production, menu 
planning, purchasing, personnel re- 
lations and communications skills, 
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nutrition and diet planning, sani- 

tation, safety, supervision and 
| training employees, and cost con- 
trol. 
| Hospitals may obtain further 
information and an application 
card by writing the Food Serv- 
ice Supervisor Training Program, 
Continuing Education Services, 
Kellogg Center, Michigan State 
University, East Lansing, Mich. ® 


Cycle menu features 
_ recipes for steak, tomatoes 


Bohemian steaks and candied 
tomatoes are two favorites of pa- 
tients at Bishop Clarkson Memo- 
rial Hospital in Omaha, reports 
Mrs. Helen Shuput, director of 
food service and dietetics. Mrs. 
Shuput has included these items 
in the cycle menu that begins on 


page 70. Bohemian steaks and can- 
died tomatoes are included in the 
first week’s menus. | 

Here are the recipes: 

BOHEMIAN STEAKS 
(50, five ounce portions) 
8 c. noodles, uncooked 
lbs. hamburger 
onions, chopped 
tomato puree 
ce. chicken broth | 
tbsp. salt 
tsp. pepper 
1, Crumble noodles before cook- 
ing in boiling salted water. 

2. Add cooked noodles to ham- 
burger which has been seasoned. 
Mix well. 

3. Form mixture into five-ounce 
oval shaped patties. , 

' 4, Bake steaks in 350° F. oven, 
approximately 20 minutes. 
5. Serve with brown gravy. 


A 


CANDIED TOMATOES 
(20 servings) 

1 No. 10 can tomatoes 

1 med. onion, chopped 
lb. butter 
\% tsp. salt 

2 tbsp. cornstarch 

% ec. water 

1 ec. brown sugar 
Pinch of oregano 

1. Drain tomatoes. 

2. Sauté onion in butter. Add 
juice from tomatoes, salt and 
brown sugar. Cook approximately 
5 minutes. 

3. Add cornstarch which has 
been dissolved in one-half cup 
water. Cook until mixture thick- 
ens. 
4. Pour sauce over drained to- 
matoes and cook until hot. 

5. Candied tomatoes may be 
served with buttered crumbs. s 


Spring Cycle Menu 
for the Midwest 


21-DAY selective spring cy- 
cle menu and market orders 
for perishables are designed par- 
ticularly for hospitals in the Mid- 
west section of the United States. 
These menus, which are to be 
used during March, April and 
May, feature foods popular in the 
Midwest. | 

The menus in this issue are the 
first in the four-part series of 
spring cycle menus published in 
this Journal. The South-Southwest 
spring cycle menus will be pub- 
lished in the January 16 issue of 
the Journal. The East and North- 
Northwest menus will be included 
in the February 1 and February 16 
issues. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. Moreover, a mod- 
erate to low cost food budget was 
used. 

This cycle menu features a 
choice of entree, vegetable, salad 
and dessert on the noon and night 
menus. Two cereals and two fruits 


AR 


are offered on the breakfast menu. 

Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used for 
both normal and modified diets. 
The letter (F) following certain 


items on the menu indicates that 


The winter cycle menus, published 
in the October and November 1958 
issues of this Journal, may be used 
during January and February. The 
Midwest and South-Southwest cycle 
menus appeared in the October | and 
16 issues, respectively. The November 
1 and 16 issues featured cycle menus 
for the East and North-Northwest, re- 


spectively. 


this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft and 


other modified diets. Where the | 


letters (FS) appear, the menu item 
can be served on both the full and 
soft diets. 

The market order for perish- 
ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen 
fruits and vegetables that a 50-bed 


hospital will need to produce the 
menu. The market order includes 
all portion-ready meats, oven- 
ready roasts, portion-ready sea- 
food, eviscerated poultry and other 
pre-prepared items. The amounts 
are computed on the basis of serv- 
ing 100 patient and personnel 
meals at breakfast, 125 at noon 
and 100 at night. By using a mul- 
tiple of 50, larger hospitals can 
easily arrive at their market 
orders. 

An added feature of this menu 
servige is the standard storeroom 
inventory, a list of supplies that a 
50-bed hospital should have in the 
storeroom at the beginning of each 
21-day cycle. The items included 
are cereals and farinaceous prod- 
ucts, canned fish, canned fruits and 
fruit juices, dried fruits and veg- 
etables, jellies, cake and pudding 
mixes, pickles, canned soups and 
canned vegetables. 

The standard storeroom inven- 
tory is also available upon request 
by writing the American Hospital 
Association, 840 North Lake Shore 
Drive, Chicago 11, 
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‘In the constant effort to protect your 
patients, any product that definitely ’ 
aids sanitation and helps PREVENT 
CROSS-INFECTION is a welcome ally 


T H E 
4 ORIGINAL 
a 
j ® Proved in a decade of hospital use. 
- @ For hot liquids, coated with high temperature 
resistant micro-crystalline wax. 
| = @ Hospital surveys prove FLEX-STRAWS 
less. 


; © Added protection plus economy! 


wer 


FLEX-STRAW CO., International H 
2040 Broadway, Santa Monica, California : 


Please send hospital survey and samples. 


Name 
Hospital__ 
FLEX-STRAW CO., International | 


2040 BROADWAY, SANTA MONICA, CALIFORNIA | 


CANADIAN DISTRIBUTOR: Ingram & Bell, Ltd. ~— 
Toronto, Montreal, Winnipeg, Calgary, Vancouver 
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Ist WEEK MIDWEST SELECTIVE SPRING CYCLE MENU —prepared by Mrs. Helen Shuput, director of food service and dietetics, 


(MENUS TO BE USED DURING MARCH, APRIL AND MAY) Bishop Clarkson Memorial Hospital, Omaha, Nebr. 
breakfast noon night 
ws eeenee Hot Vichysoisse with Chives Chilled Snappy Tomato Juice—Wheat Toast Wafers 
er Chilled Orange Italian Pork Pattie (F) or Cheese Fondue (S) Veal Scallopim (F) or Chicken Pot Pie (S) 
Juice Potatoes Amey (FS) Baked Potato Topped with Seasoned Sour Cream (FS = 
Malt Meal Cereal Buttered Peas (S) er Candied Tomatoes (F) Buttered Pimiento Wax ry ae whee gti > Tips au Gratin (FS 
or Bran Flake Cereal | Stuffed Prune with Peanut Butter on on Ring Shredded Lettuce—1000 Isle weeny eg or Raspberry - 
. nish Sweet Roll— er Cucumber Slices in Sour Crea Double Chocolate Cake (De or ee p Grenadine (S 
Assorted Jellies Rainbow Gelatin Cubes— Whipped (FS) 
| Fried Egg er Elberta Peach Chunks with Chocolate Bon Bon 
Fresh Florida Grapefruit | Cream of Mushroom oe Soe any Salti Chilled Grape Drink 
Sections Fresh Vegetable Beef Stew, Dumpling (F) ae af at Lamb with Hot Mint Sauce (FS 
er Chilled or Baked Liver—Crisp Bacon S) Baked Old Fashioned Meat Loaf with Chili Sauce 
Nectar with Spinach a la Clarkson (FS) er Creamed Celery Curls Oven Browned Potatoes (FS 
Lemon Juice Stuffed Egg—Relish Plate er Cinnamon Candy Fruit Salad Tiny Whole Beets in Harvard Sauce (FS) or — Corn 
Hot Wholewheat Cereal | Cornstarch Pudding with Loganbarry Sauce (FS) Salad of Molded Fruits with Chedd oo 
er Shredded Wheat or Fresh Orange-Banana-Marshmaliow Fruit Cup or Bowl of Greens with Russian on 
Biscuit Cereal ; Cherry Crumb Pie (F) er Fresh Fruit Sherbet (S) 
Baked Link Sausages | 
Poached 
Hot Muffin Surprise— 
Assorted Jellies 
Frozen Sliced Peaches Vegetable Ox Joint Soup—Bread Sticks Chilled Gingerale Fruit Punch 
er Chilled Orange Chicken a Same ¢ (‘Ss Roast Round of Beef with Brown Gravy (FS) or Barbecued Spareribs 
i er Breaded Pork Tenderloin on a Bun—icicle Dill Sticks (F) Snowflake Potatoes (FS) 
Oatmeal Hot Buttered Rice (FS Asparagus Spears in Lemon Butter Sauce (FS) or Cauliflower au Gratin 


or Ready-to-Eat Baked Tiny Whole Carrots (FS) | — reens with Anchovie-Oil Dressing 

Oats Cereai or Mashed Squash with Pineapple-Brown Sugar Topping ear-Cottage Cheese Salad—Celery Seed Dressi 
Scrambled Eggs Tart Coleslaw er Frozen Fruit Salad noes Brittle Charlotte (F) or Fruit Cup—Wedge ‘of | Pound Cake (S) 
——— ~ yang Chocolate Brownie (F) or Baked Custard (S) | 


Fresh Orange Cup Minestrone Soup—Parmesan Croutons Chilled Cranberry Juice Cocktail 
or Chilled Tomato Chop Suey on Chinese Noodles with Soy Sauce Baked Ham Slice—Topped with Fruit Sauce (F) 
Juice er Braised Cube Steak au Jus (FS) or Broiled Loin Lamb Chop—Minted Pear Half (S) 
Grapenut Wheatmeal Sesame Stuffed Potatoes (F) or Baked Potato (S Parsley Buttered Potatoes (FS) 
or Ready-to-Eat | Buttered Whole Kernel Corn or Buttered Peas (FS) Glazed Acorn ~~ uash (S) a Baby Limas in Creole Sauce (F) 
Wheat Flake Tropical Fruit Salad er Moided Applesauce Salad Raw Vegetable Tid Bit Sala ; 
ereal Pineapple-Nut Torte with Whipped Cream (F) or Grapefruit-Avocado Salad with Honey Fruit Dressing 
Soft Cooked Egg or Green Gage Plums in Sauce (S) Mincemeat Stuffed Baked Ap 


Glazed Doughnut or Whole Peeled Apricots in Sauce (S) 


! 
! 
| 
| 
| 
| 


Stewed Blenheim Cream of _—. Soup with Saltines Chilled Mixed Vegetable Juice with Crackers 
Apricots er Chilled Hot Salmon Shellroni Casserole Topped with Toasted Croutons (FS) Baked Halibut Steak (FS) and Tartar Sauce (F) or Veal Rosettes um 
Peach Nectar or Bohemian Steaks Toasted Potato Quarters ae zZ 
Farina Buttered Diced Beets (S) or Garlic Buttered Zucchini Squash (F) Buttered Tiny Whole Green Abe er Broccoli and Hot Mayonnaise |. a 
or Corn Flakes Fresh Fruit Salad Crispy Carrot and Celery Curls and Radish Rose or Jellied Cranberry Salad 
Fried Egg—Crisp Bacon or Cottage Cheese-Fruit Salad with Gelatin Jewel Garnish | Glazed Broiled Grapefruit Half or Concord Grape Tapioca (FS) “ 
_ Toast—Assorted Jellies Applesauce Cake (F) er Purple Plum Halves in Sauce (S) z 
Banana Slices Creamy Tomato Soup with Wheat Wafers eee led Loganberry Nectar oa om o 
er Chilled Grapefruit Caramel Ham Loaf—Spiced Kieffer Pear 12 ed Pork Chop—Spiced Apple _ (F) | 3 
uice a la King on a Biscuit (S) Salsbury Steak (S) — 
Wholewheat Cereal Sweet ato Apple Bake (F Browned , « 
or Ready-to-Eat Glazed Tiny Whole Remard F: or Parsley Buttered Cauliflower ° Buttered Peas (FS) or Baked Paprika Onions { 
Rice Cereal Minted Pear Half with Fluted Cream Cheese and Cherry Garni Bow! of Tossed Greens with Julienne Cheese Strips | 5 
Soft Cooked E or Tuna-Celery- Tomato Juice Mold or Citrus Salad Honey Dressing 
Raised Sugar Boughnut Apple Turnover (F) or Sliced Cling Peaches in Syrup (S) Chocolate Ice Cream ; 
or Royal Anne in Sauce—Crisp Sugar Wafer (S) 
Stewed Prunes with Chilled Vegetable Juice Old Fashioned Velvet Soup—Crisp Saltines er | 
Lemon Peel or Roast Turkey with Cornbread Dressing (FS) Baked Beef Hash with Chili Sauce (F) or Egg Cutlet with Cheese Sauce (S) { a 
Chilled Orange Juice or Baked Veal Shoulder Chops ; Baked Stuffed Potato—Cheese Topping (F ; 
Hot Wholewheat Cereal Fluffy Whipped Potatoes (FS) Buttered Tips of Asparagus (FS) or ‘Gres Eggplant 
er Raisin Bran Flake Buttered French Cut Green Beans (FS) Salad of Moided Fruits in Gingerale Gelatin or Fresh Vegetable Tid Bits 
Cereal or Buttered Sliced Beets in Orange Sauce Butterscotch Pudding—Whipped Cream (FS) or Kadota Figs 
Scrambled Eggs —- Tossed Greens with Roquefort Dressing 
Crisp Bacon or Spiced Ring-Cottage Cheese Plate 
Jelly Bu Apricot Slices—I Ca e Fingers (FS) or Strawberry Ice Cream Sundae 
(F)}—Full Diet (S)}—Soft Diet (FS)}—Full and Soft Diet Bread butter and o choice of beverages are to be included w'th each meal. | 
— | item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 
3 BEEF FISH Potatoes, White Bag No. 1 400 Ibs. : 
: Radishes Bunch oz. 
© | Ground Beef U.S. — 5 ib. pkg. 15 Ibs. Halibut _ $teaks, 5 oz. each 18 Ibs. Squash, Acorn 15 Ibs. 
| Liver Squash, Hubbard 5 Ibs 
Round Good. POULTRY Squash, Zucchini Repacked (5 x 6) 20 Ibs. 
Steaks, Cubed U.S. Choice, Fowl (Eviscerated) Grade A,5\b.av. 50 Ibs. Watercress Bunch 2 doz. bunches} 
— Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 60 Ibs. | ae: 
4 oz. each 20 Ibs. 80 Fe 
S | Stew U. S. Good 20 Ibs. 100 : FROZEN FRUITS A 
FRESH FRUITS Apples 8 Ib. can, 5-1 sugar 24 Ibs. . a 
Apples Jonathan, 113s 1 box Apricots Halves, Ib. can, 
LAMB Av Ripe 6 only 5-1 su sugar 24 Ibs. ‘ 
Chops, Loin U. S. Choice, Bananas pe 50 Ibs Cherries som pitted, 8 Ib. can, ie 
6 oz. each 8 Ibs. 20 | Cranberries 1 Ib. bag 3 Ibs. 1 sugar 6 Ibs. = 
Leg (B.R.T.) U. S. Choice, yearling 20 Ibs. 60 | Grapefruit Seediess, 70s 1 box Grapefruit Sections Fresh, chilled, gallon 
Grapes Concord, basket 6 Ibs. Loganberries 8 Ib. can, 5-1 sugar 8 
s Orange Juice Con., 32 oz. can 6 cans 
PORK Oranges 1 box Pea can, 
Bacon (Sliced) 24-26-1 Ib. 6 Ibs. 
Ham (Pullman eady- 
Sausage Bulk) Lean 25 ibs. 100 | cabbage 30 Ibs. FROZEN VEGETABLES 
— e Links Celery Pascal, 30s 1 doz. stalks Asporaqus Spears, Jb. p 30 ibs. 180 
‘= Cucumbers . cucumbers ns, Green ulienne Ibs. 90 
E Tenderloin Grade A,40z. Pork 25 Ibs. 100 Eggplant 2 only Beans, Lima Smelt, een phe 
Endive Curly 2 doz. head pk 10 lbs. 60] ! 
wane Lettuce Head, 48s 2 crates | Beans, Wax cuts 2% Ib.pkg. 2% Ibs. 15] |! 
Onions, Dry Yellow, bag 50 Ibs. Broccoli Stems and _ | 
Chops, Shoulder U. S. Good, 5 oz. each 12 Ibs. 40 | Onions, Green Bunch 1 doz. 2% Ib. p 2% Ibs. 15 
Chep Su U. S. Good 10 ibs. 40 | Onions, Spanish 3 Ibs. Cauliflower 2% ‘pkg. Sibs. 304 
BH | Leg nt) U. S. Good lbs. 60 | Parsley Bunch 1 doz. Peas pkg. 27% Ibs. 175 ; 
(Ground) U.S. Good 5 ibs. 20 | Potatoes, Sweet Hamper 50 Ibs. Spinach ib. pkg. 15 Ibs. 90 
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“PRACTICAL 
*-PROFITABLE 
“PURE 


These fluted seasoning packets are exclusive with 
Diamond Crystal... to your everlasting benefit 
and profit. Here are all the reasons you need 

: to replace old-fashioned dispensers: 


controlled pouring easy-opening 
ecleanliness ¢ damage-resistance 
e universal user acceptance ¢ lower costs 


Although there are other types of “‘packets”’ 

on the market, there is no substitute for 

this original Diamond Crystal method... or 

: the inherent purity of the contents. 

Write today for free sample and complete information to: 
Diamond Crystal Salt Co., St. Clair, Michigan. 


DIAMOND 
CRYSTAL 
SALT CO. 


~ 


ST. CLAIR, MICHIGAN 
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2nd WEEK MIDWEST SELECTIVE SPRING CYCLE MENU —prepared by Mrs. Helen Shuput, director of food service and dietetics, 
(MENUS TO BE USED DURING MARCH, APRIL AND MAY) Bishop Clarkson Memorial Hospital, Omaha, Nebr. 


breakfast noon night 
Elberta Peach Slices Cream of Chicken and Noodle Soup—Melba Toast | Orange Ice Fizz 
or —" Orange Stuffed Green Py sl Halves Baked in Tomato Sauce (F) Roast Prime Rib of Beef (FS) or Baked Pork Cutlets—Cranberry Sauce 
Juice or Scrambied s—Diced American Cheese (S) Oven Browned Potatoes (FS ; 
Rice Farina Minced Potato Bake (FS) — Buttered Wax Beans (FS) or Creole'Corn and Tomatoes : 
or Ready-to-Eat Buttered Mixed Vegetables or Buttered Shoestring Beets (FS) Salad of Fruit—Country Cottage Cheese ‘ 
_ Oats Cereai Carrot-Cabbage-Plump Raisin Slaw or Pear Half with Harlequin Dressing or Raspberry Fruit Mold—Whipped Cream Dressing : 
Fried E Compote of Assorted Fruits—ice Cream Wafer Angel Cake Surprise (FS) or Bing Cherries in Sauce : 
; Coffeecake e or Vanilla Pudding—Rum Toffee Sauce (FS) ‘ 
Stewed Apricots Cream Soup—Toasted Croutons Cranberry Juice Cocktail—Pineapple Sherbet 
oe Orange Baked Lamb Pattie—WMint Jelly (S) or Beef Stroganoff—Potato Strips (F) Hot Chicken Sandwich—Cream Gravy (FS) ‘ 
Juice Buttered. F Fouach Cut Green Beans (FS) or Glazed Parsnips or Baked ne cng Raisin Sauce 
: Hot Farina Moided Yummy Fruit Salad or Asparagus Vinaigrette Fluffy Whipped Potatoes (FS 
; or Sugar Frosted Gerry Torte with Whipped Cream and Cherry Sauce (F) Buttered Peas and Diced Carrots (FS) or Parsley Buttered Cauliflower 
: Flakes or Nectarines in Sauce (S) Tossed Greens—Russian Dressing or Stuffed Prune Salad 
: = | Poached Egg—Crisp Cinnamon Nut Bars (F) or Vanilla Ice Cream (S) . 
con 
Sweet Roll 
: Homestyle Applesauce Lazy Noodle Soup—Saltines Chilled Fruit Punch 
. or Chilled Orange Spanish Rice with Slices of Tienedien Bacon (F) Braised Calves Liver—Crisp Bacon (FS) or Roast Loin of Pork ‘ 
: Juice or Broiled Hamburger Steak (S) Minced Browned Potatoes (FS) ; 
. rH Malt Meal Cereal Baked Potato with Melted Butter (FS) French Fried Onion Rings (F) or Glazed Carrots (S) 
or Corn Flakes Buttered Curly Cut Beets (FS) or French Fried Eggplant Sticks Cranberry Jelly—Stuffed Celery Plate or Fruit-Filled Avocado Slice 
: Scrambled Eggs Banana Supreme and Sliced Orange Salad or Confetti Cottage Cheese Baked Cup Custard (FS) or Pineapple Chunks—Chocolate Cookie : 
> Sugar Doughnut Mile High Lemon Meringue Pie (F) or Purple Plum Halves in Sauce (S) 3 
Fresh Florida Grapefruit | Hot Tomato Bouillon—Parmesan Croutons Chilled Fruit Fizz 
Sections Baked Minute Steak (FS Baked Quartered Chicken (FS) or Veal Birds—Spiced Kieffer Pear 
= or iced Hawaiian or Cottage Cheese Fruit Plate—Butternut Bread Sandwich Whipped Potatoes—Cream Gravy (FS) : 
Pineapple Juice Creamed Potato Quarters (FS) Spinach a la Clarkson (FS) or Buttered Whole Kernel Corn : 
5 Grapenut Wheatmeal 5 ay ——— us Tips (FS) er Scalloped oo Crisp aie Tid Bit Salad or Frozen Orange Juice Salad Mold : 
or Ready-to-Eat Greens—Sour Cream Dressing or Deviled E 8g and Asparagus Salad Cottage Pudding—Fruit Sauce (FS) or Loganberries in Sauce : 
oe = Rice Cereal Raisin. Bread Pudding—Lemon Sauce (FS) or Sliced Peaches in Syrup | 
Soft Cooked Egg — ‘ 
| Crisp Bacon ‘ 
® Naval Orange Slices Puree of Potato Soup—Saltines Chilled Apple: Cider 
or Chilled Grapefruit Tuna Souffle au Gratin Sauce (FS) or Porcupine Beef Croquettes Seafood Casserole with Lemon Buttered Croutons (FS) ' 
Juice Potatoes Rapure (FS) or Roast Round of Beef 
| = Wholewheat Cereal Buttered Peas—Mushrooms (FS) or Buttered Brussels Sprouts Oven Browned Potatoes (FS) ; 
or Ready-to-Eat Molded Fruits—Snow Cap eat | or Crisp Vegetable Relish Plate Broccoli Polonnaise or Buttered Rosebud Beets (FS) 
= Wheat Flake Biueberry Pie (F) or Green Gage Plums in Fruit Cup (S) Salad of Fresh Citrus Fruit—Celery Seed Dressing ‘ 
| Cereal or Bow! of Greens—Bleu Cheese Dressing 
Poached Egg Butter Cake with Fudge Icing (F) or Quartered Pears in Sauce (S) 
Danish Coffee Cake 3 
Stewed Fruit Compote Real Chicken Gumbo—Saltines Chilled Fruit Cup : = 
or Chilled Prune Turkey Rolls—Cream Gravy (S) Baked Canadian Bacon with Pungent Sauce (F) : 
Juice or Corn Fritters with Syrup and Baked Link Sausages (F) or Old Fashioned Cheeseburger Loaf (S) a 
Hot Ralston Cereal Candied Tomatoes (F) ‘| Petite Sweet Potato and Marshmallow Bake (FS) : - 
— or Ready-to-Eat Cereal or Buttered French Cut Green Beans (S) Carrots Julienne Buttered (S) or Buttered Baby Limas with Bacon (F) ; 
Scrambled Eggs Tart Perfection Salad Mold or Pear Half—Cranberry Jelly Molded Frozen Orange Juice Salad or Celery Curls—Corn Relish : & 
« 5 Tiny Hot Cinnamon Vanilla Blancmange with Toasted Cocoanut (FS) Banana Layer Cake (F) or Apricot Slices in Sauce (S) : £ 
Buns—Assorted or Orange-Apple- Fruit Cup 2 
Jellies 
Citrus Fruit Cup Chilled Cherry Juice Vegetable Ox-Joint Soup—Saltines 5 
‘ or Chilled Orange Baked Sweet Pickled Ham—Jellied soma Sauce (F) Baked Spaghetti and Cheese en Casserole (S) : =e 
= er Broiled Lamb Chop—Hot Mint Sauce or Tuna Fish Salad in Lettuce Cup with Ripe Olive Garnish and Hot : 
Oatmea Fluffy Whipped Potatoes (FS) Fruit Muffin (F) oe 
or Raisin Bran Flake Lemon Buttered Chopped Broccoli (F) Glazed and Baked Acorn Squash (FS) 4 ma Style Corn ' « 
5 Cereal or Buttered Spinach—Slice of Hard Cooked Egg (S) Molded Bing Cherry Salad—Snow Cap Top ping ' iad 
Soft Cooked Egg— Cottage Cheese and Tomato Aspic Salad or Assorted Fresh Fruits or tettuce and Tomato Salad with Oil nar inegar Dressin : § 
Crisp Bacon Gingerbread Topped with Rum Flavored Whipped Cream (FS) Orange Sherbet (S) or Peach Turnovers with Warmed Fruit Seees (F) : 
Hot Danish Sweet Roll or Vanilla ice Cream ' 
(F)—Full Diet (S)}—Soft Diet (FS) —Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
Item, Specifications, Amounts & No. of Segsfas | item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings 
— 
BEEF FRESH FRUITS Tomatoes Repacked (5x6) —1 lug (30 Ibs.) 
Ground Beef U. S. Good, 5 Ib. pkg. £ 40 Ibs. Apples Jonathan, 113s 1 box Watercress Bunch 1% doz. bunches 
Liver Steer, sliced i715 Ibs. 60 | Avocado Ripe Y doz. : 
| Roast, Sirloin (B.R.T.) S. Choice 20lbs. Bananas Ripe 40 Ibs. 
Round (Top, Cherries, Bing 15 Ib. box Ibs. 
| Boneless) U. S. Good 7 Ibs. Grapefruit Seediess, 70s 1 box $8. 24 Ibs. 
“ | Steaks, Minute U. S. Choice, erries ugar, pitted, 
3 4 02. each 10 tbs. 40 | rapes 8 Ib. can 24 Ibs. 
emons oz. Cherries 8 Ib. can, 5-1 sugar 8 Ibs. 
Oranges 176s 1 box Loganberries 8 Ib. can, 5-1 sugar 8 Ibs. 
Chops, Loin U. S. Choice Orange Juice Con., 32 oz. can 12 cans ; 
8 ibs. 20 FRESH VEGETABLES Peaches 8 Ib. can, 
Ground, Shoulder U. S. Good : 5 Ibs. Carrots Topped, bag 50 Ibs. ; ~4 Sugar 16 Ibs. : 
3 ‘. Celery Pascal, 30s 6 stalks Raspberries, Red 8 Ib. can, 5-1 sugar 16 Ibs. ; 
the Celery White, relish 3 stalks FROZEN VEGETABLES 
Bacon, . Eggplant 2 only Asparagus Spears, 2% Ib. pkg. 15 Ibs. 90 
Bacon (Sliced) 24-26-1 Ib. 6 Ibs. : B G Juli 2% Ib. vi 
Sie Endive Curly 1% doz. heads | beans, Green ulienne, 2% Ib. pig. 20 Ibs. 120 
Is » Lettuce Head, 48s 2 crates Beans, Lima Small, pees. 
Ham, (Pullman) Ready-to-eat 45 Ibs. 2% Ib. pkg. 10 Ibs. 60 
‘ Onions, Dry Yellow, bag 50 Ibs. : 
Loin (Boneless) Grade A, 10-12 Ibs. 7 Ibs. Beans, Wax Cuts, 2% Ib. pkg. 10 ibs. 60 
Onions, Green Bunch 1 doz. 
Sausage Links 12-1 tb. 15 Ibs. . Broccoli 3 Stems and buds 
Onions, Spanish-type 15 Ibs. 2% Ib. pkg 17% Ibs. 105 
Parsley Bunch 1 doz 
VEAL Brussels Sprouts 2% Ib. pkg. 2% Ibs. 15 
Leg (B.R.T.) U. S. Good 7 Ibs. Parsnips Ibs. Cauliflower Buds, 2% Ib. pkg. 2% Ibs. 15] 
; Potatoes, Sweet Hamper 50 Ibs. Peas 2% Ib. pkg. 15 Ibs. 90 | 
POULTRY Potatoes, White Bag No. Ibs. Peas and’Carrots 2% Ib. pkg. 10 Ibs. 60]! 
eo | Fowl (Eviscerated) Grade A, 5 Ib. av. 60 Ibs. Radishes Bunch 1 doz. Spinach Chopped, 
Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 10 ibs. Romaine 1 doz. heads 2%, Ib. pkg. 12% Ibs. 75 
Fryers (Eviscerated) Grade A, 2% ib. av. 40 Ibs. Squash, Acorn 30 Ibs. Vegetables, Mixed 2% Ib. pkg. 2% Ibs. 15 


CYCLE MENU PAGES Ant. PERFORATED FOR EASY REMOVAL 
72 HOSPITALS, J.A.H.A. 


ANVARY I, 1959, VOL. 33 


3rd WEEK MIDWEST SELECTIVE SPRING CYCLE MENU © —prepared by Mrs. Helen Shuput, director of food service and dietetics, 


(MENUS TO BE USED DURING MARCH, APRIL AND MAY) Bishop Clarkson Memorial Hospital, Omaha, Nebr. ’ 
7 breakfast noon | night 
Stewed Peaches in | Consomme with Rye Croutons Chilled Apricot-Pineapple Nectar 
; Sweet Cream Baked Chopped Beef Steak (FS) Turkey Oriental (F) er London Broil with oe Bacon (S) 
: = or Chilled Grapefruit or Creole Lima Beans and Baked Smoked Country Sausage Fluffy Whipped Potatoes—Melted Butter (FS) P 
‘ Juice Buttered Carrot Slices (S) or Broiled Herb-Buttered Tomato Half (F) Serteued iny Whole Green Beans (F) or Buttered Peas (S) . 
' S Malt Meal Cereal Sour Cream Waldorf Salad or Banana Slices in Molded Strawberry Gelatin | Relish Plate or Fruit Plate with Gelatin Jewels y 
= or or — Bavarian crenm with Apricot Sauce (FS) or Fresh Fruit Cup Angel Cake with Clear Boysenberry Sauce (FS) or Vanilla ice Cream : 
scuit Cerea _ 
Fried Egg—Crisp Bacon | 
Banana Slices and Beef Vegetable Soup—Saltines _ | Chilled Grape Punch : 
Pineapple Tidbits Creamy Baked Macaroni and Cheese and Julienne Chicken (S) Stuffed Baked Pork Tenderloin (F) or Veal Shish Kebabs (S) 5 
or Chilled Orange or Canadian Bacon Slice with Broiled Spiced Peach Half (F) Alsacienne Potatoes (FS) z 
Juice Buttered Sliced Beets (S) or Parsley Buttered Cauliflower (F) Broccoli with Lemon Butter (F) or Buttered Wax Beans (S) 
hr-4 Hot Wholewheat Cereal Jellied Carrot and Pineapple Salad in a Gelatin with Cream Mexican Slaw or Cottage Cheese with Chives and Grated Raw Carrots 
a or Corn Flakes Cheese Dressing or Lettuce Wedge and Tomato—French Dressing Spiced Cupcakes— Butter Icing (F) 
2 Scrambled Eggs with Pumpkin Ice Box Pudding (FS) or Pear Melba or Broiled Grapefruit Half with Grenadine (S) 
op acon 
Danish Sweet Roll | 4 : 
Stewed Fruit Compote Old Fashioned Split Pea Soup with Saltines 3 Chilled Mixed Vegetable Juice 
‘ and Baked Orange Tunaburger (S) or Club Sandwich of Sliced Ham and Egg Salad—Potato Roast Rib of Beef au Jus (FS) 
: = Slices or Chill Flakes and Watermelon Pickle (F) or Baked Smoked Tongue—-Tomato-Horseradish Sauce 
. Orange Juice Diced Potatoes in Cream (FS) Fluffy Whipped Potatoes (FS 
3 Farina or Ready-to-Eat Baked Acorn Squash Rings (FS) or Buttered Ble  . - Green Beans P«*tered Peas and Julienne Carrots (FS) or Cream Styie Corn 
: Rice ——. Fresh Fruit and Avocado Salad or Spiced Beet an. uda Onion Salad | Mo.ded Royal Anne Cherry Salad—Tinted Mayonnaise 
i s Soft Cooked Efe Red Plum Cobbler with Biscuit Topping (F) or Celery Hearts—Burr Gherkins and Jumbo Ripe Olives 
: (8) Tiny Baked Links or Quartered Pears in Sauce (S) “'>rla Pudding with Strawberry Sauce (FS) 
3 3S | Cinnamon Raisin Toast or Elberta Peach Chunks—Crisp Cookie 
—Assorted Jellies 
. Frosted Boysenberries Cream of Chicken Soup with Diced Pimiento—Wheat Wafers Tomato and Clam Juice Cocktail : 
: or Chilled Orange Salisbury Steak es or Stuffed Fat Frankfurters—Cheese and Bacon Wrap | Fresh Pork Roll with Spiced Fruit (F) 
‘ uice Potato Puff Balls (FS) or Braised Beef Liver—Crisp Bacon Strips (S) 
: Oatmeal Parmesan Green vo po or Asparagus Tips Buttered (S) Oven Browned Potatoes (FS) 
5 " or Ready-to-Eat Tropical Fruit Salad or Bow! of Greens—1000 Isle Dressing Creole Wax Beans or Tiny Beets in Harvard Sauce (FS) 
* ereal pple Pie with Streussel Topping or Floating Islan reslin Salad or Tart Perfection Salad—Cream Cheese Dressing 

S Cc Apple Pi hs iT (F) or Fi Island (S) B S T S Cc Cc 

> = Poached Egg—Baked Gelatin Cubes in Fruited Whipped Cream (S) 
' - Ham Slice or Fruit Cup with Cornflake Peanut Macaroons (F) 
Glazed Doughnut 
Sectioned Grapefruit Cream of ape Soup with Saltines Fruit Juice Frappe 
‘ Half or Chilled Tuna Souffle with Cheese Sauce (FS) or Sliced White Meat of Turkey Seafood Casserole—Buttered Crouton Topping (FS) 
' Apple Juice Franconia Potatoes (FS) or Swiss Steak in Natural Gravy 
5 Rice Farina Buttered Succotash or Chopped Spinach Leaves Herb Buttered (FS) Potatoes au Gratin (FS) 
: or Corn Flakes Kidney Bean-Egg-Pickle Salad Toasted Carrots (FS) or Brussels 2 abe Hollandaise 
} = Fried E or Sliced Orange and Bermuda Onion—Clear French Dressing Molded Gingerale Salad-——_Lemon Mayonnaise 
: Coffee Cake—Assorted Iced Blueberry Cupcake (F) or Apricots in Sauce (S) er Sliced Tomatoes and Cucumbers—French Dressing 
' Jellies Banana Slices—Homemade Spice Cookie 
or Chocolate Pudding with Marshmallow Topping (FS) 
t Stewed Prunes—Lemon | Duchess Soup—Buttered Toast Sticks Iced Loganberry Nectar 
: Slice or Chilled Hungarian Veal Paprika (FS) Roast Round of Beef (FS) or Corned Beef Brisket 
1 Grapefruit Juice or Beef Sweetbreads a la King on Toast Points Parsley Buttered Potatoes (FS) 
; | a Wheatmeal Hot Buttered Noodles (FS) Buttered Sliced Beets (FS) or Steamed Cabbage Wedge 
: = or Bran Flake Cereal Buttered Wax Beans (S) or Baked Corn Pudding (F) Peach Half Stuffed with Cream Cheese and Crushed Pecans 
= Crisp’ Bacon Molded Banana-Waldorf Salad or Lettuce Wedge—Green Goddess Dressi 
: ~ Swert Roll or Shredded Carrot and Raisin Salad—Sweet French <tsta Apricot Brown Betty with Whipped Cream wre) or Diced Pears in Sauce 
' Baked Cup Custard (FS) or Sliced Peaches in Syrup 
' Homestyle Applesauce Chilled Tomato Juice Lazy Noodle Soup—Crisp Saltines 
; or Chilled Prune Broiled Club Steaks (FS) or Chicken Loaf with Bechamel Sauce Meat Salad Sandwich and Potato Flakes—-Spiced Fruit (F) 
= Juice Baked Stuffed Potato (FS) or Sliced White Meat of Turkey in Broth (S) 
Rolled Oats Cereal Buttered Asparagus Tips (S) or Cauliflower Buds with Parsley Butter (F) Buttered Carrot Pennies (FS) 
' & or Puffed Rice Cereal Fruit Salad—Honey Dressing or Creamed Tiny Whole Onions with Chopped Peanut Topping « 
> Griddle Cakes with or Tart Vegetable Ribbon Salad with Sour Cream Dressin Green Salad Elegant—Italian vie 
” Maple yay or Soft Neapolitan Ice Cream—Orange Cookie (FS) or Fresh Fruit Cup or Apple-White Grapes and Almonds in Sour Cream Dressing 
' Cooked Pumpkin Spice Cake (F) or Italian Blue Plums in Sauce (S) 
Baked Link Sausages 
: (F)—Full Diet (S)}—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 


“a | Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 

3 BEEF POULTRY Tomatoes Repacked (5x6) —1 lug (30 Ibs.) 

' | © | Brisket, Fresh U. S. Good, Fowl (Eviscerated) Grade A,5\b.av. _—60 Ibs. Watercress Bunch 6 bunches 

” : S. Choice 7 Ibs. Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 75 Ibs. 

ai bet Ib. 5 ibs. 40 FROZEN FRUITS 

: roun Apples Sliced, 8 Ib. can 

—_ pkg. 20 Ibs. FRESH FRUITS 

Live Steer, sliced 5 lbs. 20 | Apples Jonathan, 113s 1 box Apricots ib can 

; — Roast, Sirloin (B.R.T.) U. S. Choice 40 Ibs. Avocado 0 6 only Boysenberries 8 Ib. can, 5-1 sugar 8 Ibs. 

2 | Sirloin, Chopped U. S. Good 30 Ibs. Bananas Ripe 40 Ibs. Orange Juice Con.. 32 oz. can 6 cans 

& | Steaks, Club U. S. Choice, Grapefruit Seediess, 70s 2 boxes | Peaches Stead 8 th. com 

“ 4 oz. each 20 Ibs. 80 | Lemons 1 doz. 5-1 sugar 8 Ibs 

weetbreads y ears x, x 3 5-1 sugar 24 Ibs. 

Tongue No.l 5 Ibs. Strawberries Sliced, 8 Ib. can, 

= LAMB FRESH VEGETABLES | “1 sugar 
Celery White 3 stalks 
Chops, Loin om. Cabbage Bag 15 Ibs. FROZEN VEGETABLES 
5 Carrots Topped, bag 50 Ibs. Asparagus Spears, 2% Ib. pkg. 5 ibs. 30 
PORK White 3 stalks Beans, Green Cuts, 2% Ib. pkg. I5ibs. 
— 20 Ibs. Y% doz. Beans, Lima 
| Bacon (Sliced) 24-26-1 Ib 12 Ibs Lettuc Head, 48s 2% Ib. pk bs. 5 
WW. Lettuce crates eans, Wax uts, 
Ham (Pullman). Ready-to-eat | Onions, Dry Yellow, bag 50 Ibs. Broccoli Stems and 
: Sausage (Bulk) a 12 ibs. Onions, Green Bunch 1 doz. 2% Ib. pkg. 10 ibs. 60 

e 60 Onions White, boilers 3 Ibs. Brussels Sprouts 2% Ib. phe. 2% | l 

3 a oof neless) ia a 15 Ibs. 60 Onion, Spanish 6 Ibs. Cauliflower Buds, 24% Ib. pkg. 27% Ibs. 165 

3 Parsley Bunch 1 doz. Peas 2% Ib. pkg. 2% Ibs. 

, VEAL Potatoes, White Bag No. 1 400 Ibs. Peas and Carrots 2% Ib. kg. 10 Ibs. 

Radishes Bunch 1 doz. Spinach Chopped, 2% Ib. pkg. 90 

: em | Shoulder (Boneless) U.S. Good 35 Ibs. Squash, Acorn 45 Ibs. Succotash 2% Ib. pkg. 2% Ibs. 15 

q 
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TRUE EVALUATION 
DISPOSABLES LOOKS 
PAST THE COST FACTOR 


by R. J. WEINZETTEL 


HE TREND toward the use of 


disposable products in hospi- — 


tals seems to be established, but 
the evaluation of the decision to 
use them continues. Doctors, ad- 
ministrators, purchasing agents, 
pharmacists, and vendors all have 
contributed articles in hospital pe- 
riodicals for the enlightenment of 
administrators and others who 
must make this decision, some 
supporting the current trend, oth- 
ers condemning it. Claim and 
counterclaim has tended to con- 
fuse rather than enlighten. 

The spotlight is currently fo- 
cused on the value of disposable 
syringes, disposable needles, or a 
combination of both. 

Cost analysis has motivated the 
majority of the published articles, 
pitting the higher initial cost of 
disposables against time saved and 
other intangible factors. Unfortu- 
nately the process of cost evalua- 
tion has reached a stage where 
some writers openly question the 
economic statistics of those ex- 
pressing opposing points of view. 


ONE HOSPITAL'S STATISTICS 


The statistics presented in each 
published article apparently were 
developed in most instances at one 
hospital. Results of the surveyor 


R. J . Weinzettel is administrator of Me- 


morial Hospital, Waycross, Ga. 


Using disposable needles and syr- 
inges as his chief example, the author 
suggests that cost-cutting should not 
be the primary criterion in deciding 
whether to adopt disposable and semi- 
disposable hospital products. Just as 
important are the effects the product 
has on patient care, hospital work 
procedures, employee morale, and 
other less tangibl¢ factors, he con- 
tends. 


can be considered accurate and 
conclusive for that hospital but 
are not necessarily apropos for all 
hospitals. Such factors as the geo- 
graphical location of the hospital, 
whether or not it is a functional 
modern building, the bed capacity, 
the labor supply with the corre- 
sponding salary factor, and the 
qualifications of the administrator 
and purchasing agent are all vari- 
ables which have a direct or in- 
direct effect on the purchase of 
any item. The variable factors 
found in hospitals make it ques- 
tionable that significant results 
can be secured by surveying a 
group of hospitals. The decision 
to use a disposable item must be 
made in each hospital to meet the 
specific needs of the hospital, the 
patient, or both. 

The disposable syringe and nee- 
dle or combination of the two of- 
fers a good example of a dispos- 
able product that has much to 
recommend it in some situations, 
less in others. 

Particularly in smaller hospi- 
tals, the decision as to whether to 


use disposable syringes and nee- 
dles is weighted in their favor by 
the acute nursing shortage. Reg- 
istered nurses are not available in 
sufficient numbers to staff each 
nursing division in the smaller 
hospital on an around-the-clock 
basis. Large hospitals also are not 
exempt from this preblem. 


INCREASING THE SAFETY FACTOR 


Savings in preparation time pos- 
sible with the disposable syringe 
and needle sets allow nurses to 
administer more medications in 
the same amount of time. In many 
situations, if a registered nurse is 
not available to give medications, 
the work usually is delegated to a 
licensed practical nurse or some- 
times even an aide—a course that 
is not consistent with good prac- 
tice and can even be dangerous 
from a legal standpoint. However, 
if an emergency makes this course 
necessary, standardized procedures 
and supplies increase the safety 
factor for the patient and semi- 
skilled employee alike. 

The solution may be a registered 
nurse drug dispensing team, or a 
simplified method of administering 
drugs, or both. The disposable syr- 
inge would be helpful to both the 
nurse dispensing team and the 
L.P.N. The selection in this case 
would point to a manufactured 
article combining medication, syr- 
inge, and needle as a single unit. 
Simplicity of administration would 
minimize medication mistakes on 
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The sterox-o-matic console 
adapts gas to existing 


bulk sterilizers 


ANOTHER USEABLE ACHIEVEMENT by 
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ANOTHER USEABLE ACHIEVEMENT 


_ Now your hospital can afford 
bulk gas sterilization 


By connecting a Castle Sterox-O-Matic Console to your existing 
steam chamber, it is now possible to benefit from bulk gas steriliza- 
tion without the expense of buying a new sterilizer. 

That’s because the Sterox-O-Matic control system can be made 
as an independent installation. That’s its great advantage. The 
precise conditions for swift steam or gas sterilizing are automati- 


| With addition of a special steam- 
gas tmertock The Castle Sterox- cally maintained in the parent sterilizer chamber by the remote 
O-Matic System may be used for ™ : 
3 both steam and gas processing. control console unit. ; 
Selector switch mounts on front 4 
| | of console. With this system, your hospital can sterilize packaged bulk 


-supplies. Anesthesia equipment. Bassinets. Infant incubators. A 
fully assembled heart-lung oxygenator—and many other loads hith- 
erto difficult or impossible to sterilize. . 


And for gas sterilizing of smaller heat and moisture-sensitive 
items such as cystoscopes, catheters, gloves, eye instruments, and 
cameras, the new: Castle Sterox-O-Matic Straightline Sterilizer 
incorporates both controls-and sterilizer chamber in one compact 
gas sterilizing unit. 


IMPORTANT 


Help stop Staphylococcus. The use of the Castle Sterox-O-Matic 
Console makes it possible to bulk sterilize personal contact items 
previously difficult to sterilize. Blankets, sheets, pillows, rubber | E 
sheeting, a etc., may be Steroxcide sterilized 
countless times ifhout discoloration or injury. 


Write today for Catalog 5 


WILMOT CASTLE COMPANY 
BOX 629+ ROCHESTER 2,N. Y. 


The Sterox-O-Matic System virtu- 
ally runs itself—providing auto- 
matic control of time, pressure, 
vacuum, temperature, humidity 
and gas concentration through all 
process phases. 


PIONEERS iN “SURGICAL EQUIPMENT SINCE 


Printed in U.S.A. 
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the part of the semiskilled em- 
ployee and the student nurse who 
is used in larger institutions to 
give medication. In this case the 
- Safety of the patient and not the 
cost is the factor that should initi- 
ate the decision in favor of the 
disposable item. 

The time and labor saved in the 
“central sterile supply department 
is a point well taken by those en- 
dorsing the use of disposable syr- 
inges and needles, since scrubbing 
of syringes, sharpening of needles 
and sterilizing are eliminated. The 
value of the disposable syringe 
and needle becomes more signifi- 
cant when the hospital has no cen- 
tral supply. In the United States 
25.1 per cent of all hospitals do 
not have a central sterile supply.! 


To the nursing divisions falls the — 


job of scrubbing and cleaning and 
possibly even ‘sterilizing. Thus the 
effort by the administrator and 
nursing director to put the nurse 
back into nursing is frustrated. 
In this case the patient suffers for 
the lack of foresight on the part 
of the administrator to purchase 
the correct tool to do the job 
within the physical limitations of 
his plant. 


AID TOWARD A GOAL 


‘Use of one product may sug- 
gest the use of another as a but- 


tress in the attainment of a par-— 


ticular goal. For example, the 
sterile disposable lancet is replac- 
ing the old cork and blade that 
have been used for years in hos- 
pital laboratories. The lancets are 
accepted for their sharpness, their 
low initial cost, and in the interest 


of the patient to help reduce the. 


incidence of infectious - hepatitis. 
Acceptance of the low-cost lancet 
as one of the methods available 
to prevent the spread of hepatitis 
indicates that other similar meth- 
ods might be considered. Use of 
disposable syringes and needles 
may be one of these methods. 
The patient’s general welfare 
must be considered first in con- 
sidering new disposables. The 
patient’s pocketbook, although re- 
quiring management’s considera- 
tion, is secondary. The direct cost 
of the disposable syringe and nee- 
dle is acknowledged to be higher 
than the use per unit cost of the 
reusable glass syringe and needle; 
however, before an intelligent de- 
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cision can be made, the intangible 
factors as time saved in central 
supply and increased nursing time 
made available for service to pa- 
tients must be evaluated. 

Acceptance of: a product de- 
signed to save time does not assure 
the automatic reduction of per- 
sonnel. Job evaluation, employee 
appraisal, and product analysis are 
required before management can 
arrive at a decision. A review of 
all factors will normally provide 
a more efficient operation with 
fewer personnel. If the number of 
personnel cannot be reduced, then 
new job assignments can be found 
to reduce the workload and im- 
prove employee morale. 


OFFSETTING INCREASED COST 


Efficient management can put to 
good use the time saved by using 
disposables, thereby offsetting the 
cost difference in the initial cash 
outlay. Other factors such as good 
inventory control and purchasing 
policies can be used by manage- 
ment to keep the cost per patient 
day at a minimum. Savings from 
efficient management would re- 
lease funds for the purchase of 
new products of direct benefit to 
the patient. 

The care that must be exercised 
in evaluating the need for one- 
time syringes and needles holds 
true for other disposables used in 
the hospital. The hospital without 
a laundry may turn to paper prod- 
ucts, such as the semidisposable 
sterile wrap, the premoistened 
disposable washcloth, or dispos- 
able diapers. Hospital administra- 
tors and -purchasing agents are 
utilizing the disposable items of 
everyday living such as paper 
cups, napkins, paper and plastic 
straws, and snap-out carbon paper. 
It is now time to evaluate the 
items currently marketed specifi- 
cally for hospitals. 

On what basis were the deci- 
sions made to use the other dis- 
posables currently in use in your 
hespital? Have you really evalu- 
ated their need and cost or were 
they accepted on a rule-of-thumb 
basis? The reason for purchasing 
a disposable should not hinge on 
the fact that the hospital across 
town is using the item. Only when 
it is found adaptable after a thor- 
ough evaluation should the item 
be considered desirable. 


The administrator should de- 
termine if the item is new or a 
substitute for a nondisposable 
item. In either case consideration 
should be given to: 

1. How the item effects the hos- 
pital. The disposable may offset a 
physical plant deficiency as ex- 


plained above or assist in keeping 


the hospital clean. Storage may 
or may not be a problem. 

2. Its value to the patient. As 
with the disposable syringe and 
needle, the patient benefits from 
a closed aseptic system, a sharp 
needle that minimizes pain, and 
assurance of accurate dosage (if 
medication has been added to the 
syringe by the manufacturer). 

3. How it affects the employee. 
Throwaways and their subsequent 
elimination of cleanup, plus gen- 
eral work simplification improves 
morale, a factor that directly af- 
fects patient care. Work simpli- 
fication may release highly skilled 
personnel in favor of semiskilled 
employees or eliminate the job 
entirely. 

4. Effect of the item on present 
procedure. The elimination of steps 
in a procedure reduces human er- 
ror. Aseptic techniques may be 
improved, thereby helping to con- 
trol infection. 

5. The cost differential between 
the new method and the old. 
Breakage, waste, pilferage and 
time are all factors. The formula 
proposed by Tinker and Hill with 
modifications as they apply to the 
disposable item would permit prac- 
tical application of cost evaluation 
in; any institution. 

Each disposable will have its 
own peculiarities and special prob- 
lems; medical staff acceptance or 
legal aspects will require the ad- 
ministrator’s consideration. Not all 
of the disposable items will be 


- adaptable to any one hospital; but 


it is well to remember when mak- 
ing an evaluation to use dispos- 
able products that the advantages 
to the patient and the hospital as 
a whole should not be considered 
as a by-product to cost evalua- 
tion. bad 


REFERENCES 


1. HosPITALs, J.A.H.A. Guide Issue, August 
1, 1958 Part II (Table 15, P. 413). 

2. Tinker and Hill. Injection techniques 
and their estimated cost. Hospital an- 
agement, August 1958 
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Dinnerware (1D-1) 
Manvfacturer's description: Made of heat- 


resistant, tempered opal glass, this 


dinnerware is three to four times 
stronger than ordinary glassware, 
yet weighs 20 per cent less than 
other institutional ware. With the 
addition of the two patterns shown, 
the line of “double tough” dinner- 
ware will include eight patterns 
in institutional dinnerware. Corn- 
ing Glass Works, Dept. H1, Corn- 
ing, N.Y. 


Humidifying apparatus {1D-2) 

Manufacturer's description: ‘“Micro-por- 
ous” porcelain element has 300 
million pores per square inch, none 
of which is larger than 75 mil- 
lionths of an inch in diameter. It 
is used to produce a “fog,” almost 


as fine as cigarette smoke, in oxy- 
gen humidifiers. This extremely 
fine fog eliminates the gagging and 
discomfort patients often experi- 
ence when receiving therapy by 
conventional methods. At the same 
time, the system provides a finer, 
more uniform humidified atmos- 


phere for tent therapy, and pro- 
duces a higher concentration of 


moisture. Selas Corporation of 
America, Dept. H1, Dresher, Pa. 


Planning kit (1D-3) 

Manufacturer's description: These plan- 
ning kits facilitate preparation of 
accurate plan or perspective lay- 
outs to scale. Magnetic templets 
are available to represent (in ex- 


New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. | 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 


Chicago 11, Minois. 


PRODUCT NEWS 


(1D-1) 
apparatus (1D-2) 
Planning kit (1D-3) 

Plastic caster adapter (1D-4) 
Traction shoe (1D-5) 
_____—Nursing station refrigerator (1D-6) 


PRODUCT LITERATURE 
electrical equipmént 


Retary vibrator motor (1DL-1) 
equipment (1DL-2) 
X-ray screens (1DL-3) 
(1DL-4) 

Paint jobs (1DL-5) 


film hanger (1D-11) 


Transistor stethoscope (1D-7) 
Marking machine (1D-8) 

Portion control condiments (1D-9) 
Oxygen tank trucks (1D-10) 


Convertible patient bed (1D-12) 


(1DL-6) 


supplies (1DL-7) 


__™——Deep fat fryers (1DL-8) 
__—laminate sheets (1DL-9) 


NAME and TITLE 


HOSPITAL 


ADDRESS__ 


(Please type or print in pencil) 
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act scale, and in any color speci- 
fied) every conceivable object. The 
idea is never lost because it is easy 
to make a quick, permanent print 
of as many variations as are nec- 
essary. The kits are portable and 
compact. They can be used for 


charts and training aids as well as 
for space planning. The planner 
and printer come in one all-pur- 
pose package. Templan, Inc., Dept. 
H1, White Pigeon, Mich. 


Plastic caster adapter (1D-4) 

Manufacturer's description: This new 
polyethylene caster adapter elimi- 
nates distortion or damage to 
tubing of furniture and _ institu- 
tional equipment. Construction of 
the adapter facilitates insertion — 
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CLIFFORD F. HOOD | 


Portrait by Fabian Bachrach 


“U.S. Steel employees invest more than 
$2,400,000 a month in U.S. Savings Bonds” 


“Those. enrolled in the Payroll Savings Plan for U.S. 
Savings Bonds alone save the equivalent of one and 


one half $25 bonds a month. 


“For those investing in U.S. Savings Bonds under the 
Savings Fund Plan, each is averaging more than one 


$25 bond per month. 


“The response of our employees to the Payroll Savings 
Plan for Savings Bonds is evidence of their faith in the 
nation. We are proud of their record in saving system- 
atically in E Bonds, thus participating in a program of 
planned thrift while helping to build America’s power 
to keep the peace.” 


THE U.S. GOVERNMENT DOES NOT PAY FOR THIS ADVERTISEMENT. THE TREASURY DEPARTMENT THANKS, FOR THEIR PATRIOTISM, THE ADVERTISING COUNCIL AND THE DONOR ABOVE 
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CLIFFORD F. HOOD, President and Chairman, 
Executive Committee, 
United States Steel Corp. 


Today there are more Payroll savers than ever before 
in peacetime. If employee participation in your Payroll 
Savings Plan is less than 50% . . . or if your employees 
now do not have the opportunity to build for their 
future through the systematic purchase of U.S. Savings 
Bonds, give your State Director an opportunity to help. 
Look him up in your phone book. Or write: Savings 
Bonds Division, U.S. Treasury Dept., Washington, D.C, 


HOSPITALS 


Journal of the 
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into tubing. Twisting, screwing or 
heavy hammering ‘is not required. 
A gentle tap secures the adapter 
firmly in the tube. Twenty-four 
fluted edges as well as a one-half 
degree taper on the outside wall 
assures secure anchorage. The 
adapter is available in four sizes 
which fit tubing from % to 1-1/16 
in. in diameter. The Colson Corp., 
Dept. H1, 7 S. Dearborn St., Chi- 
cago 3, Ill. 


Traction shoe (1D-5) 

Manufacturer's description: This shoe, the 
only traction shoe with hinged sole, 
gives the patient natural walking 
privileges and permits full bath- 
room use and hot baths. With ad- 
hesives and wrappings eliminated, 
the patient is allowed full massag- 
ing of legs and feet. Ideal when 
traction is required only a few 
hours daily, the shoe gives uniform 
and constant pull on foot and limb 
—correct pull where most needed. 
Replaceable adhesive inner soles 
give the equivalent of a new pair 


of traction shoes for each patient. 
The shoe is easily washed, steril- 
ized, or autoclaved. Torque, Inc., 
Dept. H1, P.O. Box 356, Columbus, 
Ohio. 


Nursing station refrigerator 
(1D-6) 

Manufacturer's description: In an area 
measuring only 36 by 24 in., this 
compact unit provides a 13 cu.ft. 
refrigerator in the upper part, plus 
a 100-lb. ice bin below. The front, 
sides, and interior of the refrigera- 


refrigeration. The Jewett Refrig- 


The patient’s doing fine! 


Illustrated is one of many newly 
styled stream lined face-mounted 
wall fountains, with distinctive 
2-stream projector and automatic 
stream regulator. 


The cooler illustrated is an explo- 


sion-proof type with dual control and stainless steel 
top with chrome-plate trim. Every Halsey Taylor 
feature, strong sturdy cabinet construction. Glass 


filler optional. 


The Halsey W. Taylor Co., Warren, O. 


: (=) Write for catalog or see the Yellow Pages 
5 


first aid to hospitals 


Patients, as well as hospital’ 
personnel, appreciate the conven- 
ience and sanitary features of 
modern Halsey Taylor drinking- 
water equipment. 


Seo 6 Weer Ser Ve 


tor are of stainless steel. The per- 
forated stainless steel shelves are 
adjustable for height. A blower 
coil cooler unit and self-contained 
condensing unit provide uniform 


erator Co., Inc., Dept. H1, Buffalo 


Transistor stethoscope (1D-7) 

Manufacturer's: description: This new 
lightweight pocket-size transistor 
stethoscope offers more tone am- 
plification and better tone control 
and selection. It g:ves faith‘ul re- 
production of murmurs as low as 
20 cycles, or high pitched pulmo- 
nary tones up to 1,090 cycles per 
second. The volume control per- 
mits selection of amplification up 
to 80 decibels. One standard mid- 
get mercury battery powers the 
instrument. The stethoscope comes. 


complete with five batteries and a 
pocket-size carrying case. Arling- 
ton Medical Co., Dept. H1, 11 N. 
State Road, Arlington Heights, Ill. 


Marking machine (1D-8) 

Manufacturer's description; This per- 
manent identification machine for 
marking hospital linen and apparel 
uses quickly changed dies or stock. 
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YOU'RE NEVER 
IN DOUBT 
WHEN IT'S 


In the laboratory or hospital, just 
“clean” isn’t good enough. Make sure 
your glassware and equipment are 
“Alconox-Clean.” 


Proven best by test* for over 20 years! 
* for wetting power! 

* for sequestering power! 

* for emulsifying effect! 


Use ALCONOX 
For all equipment 
washed by hand 


Box of 3 Ibs...... $1.95 


Case of 12 boxes — 
3 Ib. ea.. .$18.00 | 


Available in drums of 25, © 
50, 100 and 300 Ibs. at 
additional savings! 


(Prices slightly higher 
West of the Rockies) 


SAVE TIME< 
AND MONEY! 


““ ALCONOX 


The World’s Most Thorough Cleaner — 
Yet it costs up to 75% less! 


Eliminates tedious scrubbing — 
Penetrates irregular and inacces- 
sible surfaces — Removes dirt, 
grease, grit, blood, tissue, etc. 
with amazing ease — Completely 
soluble and rinsable — Gentle to 
the skin — 


ALCOMWMOR ime 


Use ALCOJET 
For all equipment 
washed by machine 


Case of 6 boxes — 

5 Ibs. ea.. .$15.00 
Available in drums of 
25, 50, 100 and 300 
Ibs. at additional 
savings! 

(Prices slightly higher 
West of the Rockies) 


_ Clean Pipettes in one 
easy operation with 
ALCOTABS — for all pi- 
pette washers. Box of 


100 Tablets... . .$5.00 


Order from your Supplier 
or ask him for samples. 


ALCONOX,. 7%. 


853 Broadway, New York 3, N.Y. 
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plates that can be embossed by 
most hospitals. The machine makes 
a clean, uniform imprint that will 
last the life of the fabric. A spe- 
cial tape provides a fresh surface 
Temperature, 


for each imprint. 


time and printing pressure are con- 
trolled by built-in features. Tex- 
tile Marking Machine Co., Inc., 
Dept. H, 2204 Erie Blvd. East, 
Syracuse, N.Y. 


Portion control condiments 


(1D-9) 
Manufacturer's description: These indi- 


vidual services offer greater econ- 


omy through accurate portion con- 


trol. Each serving is a full portion. 
Made from superior quality in- 
gredients, the individual servings 
are packaged in air-tight, mois- 
ture-proof packets. A free trial 
carton of the complete line is avail- 
able on request. Unit-Packet Corp., 
Dept. H, Wilmington, Mass. 


Oxygen tank trucks. (1D-10) 

Manufacturer's description: Extruded 
aluminum parts of high-strength 
aircraft-type alloys make _ these 
trucks easy to handle without sac- 
rificing strength or durability. 
Bolted construction permits easy 
replacement of parts. Three mod- 
els are offered: one for D and E 


large hospitals 
with many doctors 
and many entrances 


SINCE 1892 


Dia iw 


Doctors’ 
IN-OUT Systems 


Small Dial-Registers make every entrance a 
convenient check-in point. Eliminates all 
space problems, minimizes installation 
expense, simplifies expansion. Ideal for. 
new or existing hospitals. 


DOCTOR ARRIVES OR LEAVES 
Using any convenient entrance, he dials his 
code number and presses IN or OUT button 
on small Dial-Register. That’s all! 


IS DOCTOR IN? 
To find out, operator dials his number on 
small IN-FORMER. Light signal tells her 
instantly if doctor is in or out. 


(Auth) ELECTRIC CO., Inc. 
Coupon For Complete Details 


AUTH ELECTRIC CO. Inc. Dept. H-1 


Long Island City 1, N. Y. r 
[] Please send complete details on the AUTH 
“Dial-in” System. | 
[] Put my name on your mailing list. 
Title 4 
{ City Zone........State { 
81 
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CASTERS AND WHEELS 


For Al 


DEMAND DARNELL DEPENDABILITY 


Darnell Hospital Casters offer ease 
of movement, quietness, floer pro- 
tection and increased employee effi- 
ciency. There are a variety of fittings 
for adaptation to all types of equip- 
ment, which makes installation easy 


and permanent. 


Hospital Casters, the 
4-L type metal tube fitting 
shown here assures easy 
installation. If proper size 
is used, it will not come 


will fit three popular-size 
bed tubings: !.9" round, 
square and Graceline 


ing. 


DARNELL CORPORATION, LTD. 
DOWNEY LOS ANCELES COUNTY. CALIFORNIA 
37 28 SIXTY FIRST ST WOODSIDE 77 L.1.N Y 


Made for Darnell 


se in service. One size 


cylinders; a full size unit with a 


folding caster assembly (pictured) ; 


and a model without the caster 


support. Sunmaster Products Co., 
Dept. H, 169 Commercial St., Sun- 


nyvale, Calif. 


X-ray film hanger (1D-11) 

Manufacturer's description: New x-ray 
film hanger can be opened and 
closed by specialists and x-ray 
technicians in seconds with the 


thumb and forefinger of one hand. 
The film hanger is made of stain- 
less steel, precision hinged to snap 
the x-ray firmly in place, without 
extra effort and time spent adjust- 
ing separate clamps or corner clips. 
The film positions itself at the 
exact angle required when placed 
in the special film channel of the 
frame, assuring positive alignment 
at all times. Available in all stand- 
ard sizes and in special sizes on 
order. Stirrup Metal Products 
Corp., Dept. H, 215 Emmet St., 
Newark 5, N.J. 


Convertible patient bed (1D-12) 
Manufacturer's description: Adjustable 
height patient bed is operated 
manually but can be converted to 
fully automatic electric operation 
by means of an easily attached 
electric conversion unit. The bed 


*“Guardian”’ at the 
cleanser crossroads 


HAEMO-SOL 


starts where other 
cleansers stop 


ACTUALLY DIGESTS OUT blood, 
serum, fats, oils, waxes and hard-to- 
remove soils . EFFICIENTLY 
REMOVES soil from the serrated 
surfaces of surgical instruments, in- 
accessible inner surfaces of formula 
bottles, catheters and syringes .. . 


PREVENTS cleanser loss and scum 
formation by sequestering deposits 
in hard water . . . ASSURES FULL 
CLEANING ACTION, COMPLETE 
RINSING .. . that leaves surfaces 
“chemically clean” and _ sparkling, 
like new ... 


100% soluble, 100% active, there is 
no waste. You need only 4 oz. to 
1 oz. of Haemo-Sol to a gallon of 
water ... you can re-use the solu- 
tion up to 7 days. — 


Safeguard your instruments and 
equipment. 


WRITE TODAY FOR LITERATURE and 
FREE SAMPLES. Be sure to specify 
regular HAEMO-SOL or HAEMO-SOL 
“‘N.S."’ for use in pressure washers. 


Haemo-Sol is packed in hospital blue 
and white, all-metal 5-lb. containers. 
Cost? 12 cans only $5.40 each, 6 cans- 
$6.08 each, 1-5 cans-$6.75 each. 


Meinecke comPANY, 
oo Gre 65 years of continuous 

service to the hospitals of America 

221 Varick Street * New York 14 
Branches in Los Angeles, Dallas, 
Chicago and Columbia, S. C. 


HOSPITALS, J.A.H.A. 


| 
4 
\ 
y 
: 
j 
\ 
is 
4 
“a 
a 
3 wig 
4 
loo 
Wy 
aA 
§ 
| 
4 
ah 
z 
ve 
amit 
bs 


is operated by a single crank per- 


manently attached to the foot of 
the bed. The crank cannot be lost 
or mislaid, and folds flat when not 
in use. Safety tested, standard 
equipment of the bed includes 
chrome baffle covers, 3-in. ball- 
bearing casters and fittings for 
bed sizes. Hard Manufacturing Co., 
Dept. H, 117 Tonawanda St., Buf- 


‘falo 7, N.Y. 


literature 


SEE COUPON, PAGE 78 


Rotary vibrator motor (1DL-1)— 
Four-page bulletin describes new 
enclosed vibrator motors for light 
and heavy duty operation of vi- 
brating chairs, beds, tables and 
pillows. Bulletin discusses motor 
features, illustrates various mount- 
ing arrangements, and contains 
performance data, outline draw- 


ings and dimensions. General Elec- | 


tric Co., Dept. H1, Schenectady 5, 


Laundry equipment (1DL-2)—Three 
catalogues on laundry machinery 
are available. Catalogue AB 134- 
262 is on an automatic control de- 
signed for use with the company’s 


end-loading washers; Catalogue AB _ 


331-312 is on a smaller washer de- 


signed for smaller hospital use; 


and Catalogue AE 321-402 is oh 
a gas-heated laundry drying tum- 


bler. The American Laundry Ma- 


chinery Co., Dept. H1, Cincinnati 
12, Ohio. 


X-ray screens (1DL-3)—A 10-page 
booklet describes x-ray screens, 
their characteristics, construction, 
application and care. United States 
Radium Corp., Radelin Division, 
Dept. H1, Hanover Ave., Morris- 
town, N.J. 


Faucets (1DL-4)—-A 64-page sketch 


- book shows a complete array of 


special purpose water faucets, 
many, of which have application 
in the hospital. The sketch book 
shows the variety of interchange- 
able spouts, supply connections and 
related fittings that should answer 
every installation requirement. 
Chicago Faucet Co., Dept. H1, 2700 
N. Pulaski Rd., Chicago 39, Ill. 


Paint jobs (1DL 5)—How to obtain 
low-cost painting best suited for 
lasting results for both interior and 
exterior application is told in this 
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16-page brochure. Ask for “Your 
Next Paint Job.” The Tremco Mfg. 
Co., Dept. H1, 8701 Kinsman Rad., 
Cleveland, Ohio. 


Explosion-proof electrical equipment 


(1DL-6)—This six-page bulletin 
describes design and construction 
principles involved in manufactur- 
ing this line of electrical equip- 
ment for hazardous areas. Ask for 
Bulletin 2710. Crouse-Hinds Co., 


Dept. H1, Syracuse 1, N.Y. 


Maintenance supplies (1DL-7)—This 
folder describes a self-locking mop- 
stick which makes it possible to 
remove and replace mop heads in 
two seconds. Also described is a 
simple dustpan that adjusts itself 
when raised so that sweepings can- 
not fall out. Pres-Lok Products, 
Inc., Dept. H1, 1856 Utica Ave., 
Brooklyn 34, N.Y. 


Deep fat fryers (IDL-8)—A 30-page 
catalogue illustrating a line of deep 
fat fryers and accessories. The cat- 
alogue contains three pages of rec- 
ipes and carries general informa- 
tion concerning the cause of fat 
breakdown. Keating of Chicago, 
Inc., Dept. H1, 1210 W. Van Buren 
St., ‘Chicago 7, Tl. 


Laminate sheets (1DL-9)—This 
folder describes uses of a plastic 
laminate sheet in preserving all 
types of records. A scissors is the 
only equipment needed. The Chi- 


cago Desk Pad Co., Inc., Dept. H1, 


4640 N. Oketo Ave., Chicago 31, 


of obtaining sterile dressings 
from an autoclave than the 
routine use of time-tried Diack 


Controls. 


DIACKS EVERY DAY 


There is still no better method 


Get back to first principles of cleanliness and sterility, 7 you 
will control the staph problem. 


SMITH & UNDERWOOD 


Sole.Manufacturers of Diack Controls & Inform Controls 
ROYAL OAK, MICHIGAN 
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book neviews 


Review of r adiation literature | Hayestack 


Pusitic ExposurRE TO IONIZING RaDIA- 
TIONS. American Public Health As- 
sociation, Inc. New York, The As- 
sociation, 1958. 55 pp. $1.35. 

RADIATION PROTECTION. Carl] B. Brae- 
strup and Harold O. Wyckoff. 
Springfield, Ill., Thomas, 1958. 361 
pp. $10.50. 

SAFE HANDLING OF BODIES CONTAINING 
RADIOACTIVE ISOTOPES. (Handbook 
65) U.S. National Bureau of Stand- 
ards. Washington, Government 
Printing Office, 1958. 20 pp. 15 cents. 

MANUAL ON USE OF RADIOISOTOPES IN 
HosPITAts. American Hospital As- 
sociation. Chicago, The Association, 
1958. 44 pp. $1. 


The increased use of radiation 
emitters has confronted the en- 
gineer, scientist and architect, as 
well as the hospital administrator, 
with a need for understanding the 
modern principles and application 
necessary for radiation protection. 
The four publications listed above 
do much to bridge the gap. 


PUBLIC EXPOSURE 


trol, such as medical and nonmed- 
ical x-ray installations, labora- 
tory design, shielding methods, 
and atmospheric contamination. A 
large portion of the book is bas- 
ically nontechnical; however, it 
will benefit most those with a col- 


~ lege science background. 


Hospital administrators respon- 
sible for radiation safety will find 
much in this book to guide them 
in organizing and operating pro- 
tection programs. This volume an- 
swers the need for better stand- 
ardization of operating procedures. 
In addition, it may serve as a text 
in teaching various disciplines 


concerned with radiological health. | 


Numerous charts and_ graphs 


which have appeared in various . 


publications ‘and which are of 
value to radiation personnel have 
been brought together in the ap- 


endix of this volume. 
The booklet Public Exposure to . 
HANDBOOK NO. 65 


Ionizing Radiation contains about 
50 pages of very interestingly 
written, pertinent information on 
radiological health. It is ear- 
marked primarily for those with 
little previous “exposure” to this 
field. 

Although written for public 
health personnel, the illustrations 
and straightforward approach to 
radiation safety and its health 
implications make the booklet an 
informative source for nurses and 
other hospital personnel, as well 
as for those who are interested in 
the public health aspects of this 
advancing technology. 

A complete glossary should 
leave no one in the dark, and will 
add a wealth of new words to the 
vocabulary of the “man on the 
street.” 


RADIATION PROTECTION 


Radiation Protection reviews 
nuclear and atomic structure, par- 
ticle and wave radiation, as well 
as its production and attenuation. 
It also discusses in a very under- 


standable manner many practical — 


aspects of radiation hazard con- 


The National Bureau of Stand- 
ards Handbook No. 65, a revision 


of Handbook No. 56, deals with’ 


the potential radiation hazards as- 
sociated with surgery, autopsy, 
and embalming of bodies contain- 
ing radioactive materials. This re- 
vised edition discusses the impli- 
cations of the recently lowered 
maximum permissible levels of 
radiation exposure. 

Procedures are outlined for pro- 
tecting the physician or mortician 
from radiation exposure in han- 
dling bodies in which isotopes 
have been administered intersti- 
tially, orally, or intravenously. 
The increased use of large quan- 
tities and a greater variety of ra- 
dioactive materials for patient 
care has increased the concern 
within hospitals for greater safe- 
guards in areas where radiation 
exposure is possible. 


RADIOISOTOPES IN HOSPITALS 


The American Hospital Associ- 
ation has very effectively spanned 
the gap between theory and ap- 
plication in radiological health in 


~ 


its recently published booklet, 
Manual on Use of Radioisotopes 
in Hospitals. 

The first three books reviewed 
provide source material for a ra- 
diological health program. The 
American Hospital Association 
publication, however, provides a 
more complete coverage of the 
concrete aspects of radiation safety 
program operation in the hospital. 
The book discusses the Atomic 
Energy Commission’s jurisdiction 
in relation to by-product material; 
federal and state radiation regu- 
lations; the hospital isotope com- 
mittee; and duties and functions 
of the radiological health officer. | 
An illustrated guide to the design 
of laboratory facilities and equip- 
ment will give the hospital ad- 
ministrator or research worker an 
idea of the significance and di- 
versity of such equipment. 

The last two chapters deal with 
such often omitted fields as the 
legal and public relations aspects 
of radioisotope use and the edu- 
cation of hospital personnel in 
radiation protection. This is an 
excellent manual for anyone who 
is in any way connected with the 
use of radiation emitters—and 
particularly those responsible for 
the administration of such pro- 
grams.—RALPH O. WOLLAN, health 
physicist, University Health Serv- 
ice, University of Minnesota 


Hayestack | 


From BED TO VERSE. John H. Hayes. 
Chicago, Physicians’ Record Com- 
pany. 144 pp. $2.95. 

We have had the privilege of 
publishing in this Journal some 90 
per cent of the material in this 
book. 

John Hayes has made our Jour- 
nal immeasurably better, because 
he has brought a sensitive touch 
of humor to a field which has a 
sensitive touch—but usually of 
seriousness. 

We commend him to you—in our 
Journal and in this collection.— 


J.ELH. 
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Pioneered, produced and c 


affiliate of Don Baxter, inc. 
GLENDALE 1, CALIFORNIA 


tested to guarantee you the finest 


line of plastic tubes. 
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fersonnel changes 


@ William J. Anderson has been ap- 
pointed administrator of St. Fran- 
cis Hospital, Cambridge, Ohio. He 
was formerly administrator-anes- 
thetist at Grant Memorial Hospi- 
tal, Petersburg, W. Va. 


@ John P. Bachman, M.D., has been ap- 
pointed superintendent and medi- 
cal director of the Seaside State 
Geriatric Hospital, Waterford, 
Conn. He succeeds Michael A. Ferrara, 
M.D., who has been appointed hos- 
pital clinical director of the pedi- 
atric tuberculosis division of Un- 
cas-on-Thames Hospital, Norwich, 
Conn. 


@ John C. Barker has been appointed 
director of the Maine Medical Cen- 
ter, Portland. He has been acting 
director since June and was for- 
merly assistant directop of the 
Maine General Hospital and Maine 
Medical Center. Mr. Barker suc- 
ceeds Donald M. Rosenberger who 
now heads the United Hospitals 
of Newark, N.J. | 


@ William Boyd has been appointed 
assistant administrator of Memo- 
rial Hospital of Springfield, Ill. He 
is a graduate of the University of 
Chicago course in ‘hospital ad- 
ministration. 


@ Doris Cloyd, R.N., has been ap- 
pointed administrator of Bourbon 


County Hospital, Paris, Ky. Miss | 


Cloyd was formerly administra- 
tor of Nicholas County Hospital, 
Carlisle, Ky. 


@ Franklin Joseph Dawson has been 
appointed administrator of Cul- 
peper (Va.) Memorial Hospital. 
He was formerly assistant director 
of the University of Virginia Hos- 
pital, Charlottesville. Mr. Dawson 
is a graduate of the Medical Col- 
lege of Virginia course in hospital 
administration. 

John F. Harlan Jr. has been ap- 
pointed associate director of the 
University of Virginia Hospital. 
He was formerly assistant direc- 
tor of the hospital. Mr. Harlan is 
a graduate of the Medical College 
of Virginia course in hospital ad- 
ministration. 

Donald K. Freeborn has been ap- 
pointed assistant director of the 
hospital. He was formerly acting 
coordinator of the Children’s Re- 


habilitation Center at the Univer-— 
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sity of Virginia Hospital and is a 
graduate of the Medical College of 
Virginia course in hospital admin- 
istration. 


@ Jacob H. Flisher has been ap- 
pointed acting administrator of 
Pioneers Memorial Hospital, Rocky 
Ford, Colo. He was appointed by 
the Mennonite Board of Missions 
and Charities which operates this 
hospital and for which he has 
served in hospitals in the central 
provinces of India for the past 
five years. 


@ H. D. Hamilton has been appointed 
administrator of the Easton (Pa.) 
Hospital. He was formerly assist- 
ant director of the Muhlenberg 


- Hospital, Plainfield, N.J. Mr. Ham- 


ilton is a graduate of the Columbia 
University course in hospital ad- 
ministration. 


@ Robert E. Harper Jr. has been ap- 
pointed administrator of the Lin- 
coln County Memorial Hospital, 
Troy, Mo. He was formerly assist- 
ant administrator of the City of 
Memphis (Tenn.) Hospitals. Mr. 
Harper succeeds E. J. Lincke. 


@ Howard T. Hoffman has been ap- 
pointed assistant administrator of 
Chester (Pa.) Hospital. He was 
formerly with the Veterans Ad- 
ministration Hospital, Philadelphia. 


@ Maudie L. Horne has been appointed 
acting director of the Minneapolis 
Unit of the Shriners Hospitals for 
Crippled Children, succeeding Co- 
rinne L. Voight. Mrs. Horne has been 
assistant director at the Salt Lake 
City (Utah) Shriners Hospital for 
the past year and will return to 
that unit as soon as a permanent 
director is appointed for the Min- 
neapolis unit. She is a graduate 
of the Northwestern University 
course in hospital administration. 


@ James H. Irwin has been appointed 
administrator of the Pattie A. Clay 
Infirmary, Richmond, Ky., succeed- 
ing Colonel Howard F. White who died 
recently. Mr. Irwin was formerly 
administrator of the Monmouth 
(I1l.) Hospital. 


@ Edwin R. Johns has been appointed 
assistant director and controller of 
North Shore Hospital, Manhasset, 
N.Y.; He has been succeeded by 


Granville K. Thompson as director of 
fiscal services at Beth Israel Hos- 
pital, Boston. Mr. Thompson was 
formerly associated with a New 
York management consultant firm. 


@ Ruth Kennamer has been appointed 
administrator of Arab (Ala.) Hos- 
pital, succeeding C. E. Warren. Mrs. 
Kennamer was formerly office 
manager at the hospital. 


@ James W. Kenney has been ap- 
pointed administrator of Mary 
Lanning Memorial ‘Hospital, Has- 
tings, Nebr. He was formerly as- 
sistant administrator of the hos- 
pital and is a graduate of the Iowa 
University course in hospital ad- 
ministration. 


@ John £. King has been appointed 
administrator of the Screven 
County Hospital, Sylvania, Ga. 
Mr. King was formerly in the Ma- 
rine Corps. | 


@ Parker J. McMillin has retired as 
superintendent of Baltimore (Md.) 
City Hospitals. He became super- 
intendent in 1934, having previ- 
ously served as superintendent of 
the Cleveland City Hospital and 
as superintendent of Henry Ford 
Hospital, Detroit. For 10 years Mr. 
McMillin was a lecturer in public 
health administration at the Johns 
Hopkins School of Hygiene and 
Public Health. Mr. McMillin is a 
life member of the American Hos- 
pital Association. 


5 
\ 


\ 


@ William J. McShane has been ap- 
pointed administrator of the Rock- 
away Beach (N.Y.) Hospital. He 
succeeds) the late Arthur Allen. Emile 
Liss succeeds Mr. McShane as di- 
rector of \the development depart- 


. ment at the hospital, the post Mr. 
- McShane held for the past five 


years. 
Correction 

| A picture of Rt. Rev. Msgr. A. C. 

Dalton, P. A., was_ incorrectly 


identified as that of Rt. Rev. Msgr. 
Joseph B. Toomey in Msgr. Toom- 
ey’s obituary in the Dec. 1 issue 
of this Journal. Msgr. Dalton is 
director of Catholic hospitals for 
the archdiocese of Boston and 
president of the Catholic Hospital 
Association. 
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STEAM JACKET AND CHAMBER GAUGES 


CONDE NSATION TOR Dh. 


AIR BREAK 


TO WASTE LINE 


FIG. 2——The pointer needie of the pressure gauge is easily adjusted. 
After removing cover glass a small screw driver is inserted in the screw 
in the center of the pointer hand. Holding the pointer firmly, the screw 


is turned in a direction opposite to the desired adjustment. More recent 


gauges, also shown, have a separate adjusting screw. j 


STERILIZER MAINTENANCE: 


perfection 
is the standard 


EVEN a_ two-degree 
sterilizing temperature vari- 
ation can mean the difference be- 
tween sterile and unsterile in- 
struments and dressings, there is 
no room for compromise in main- 
tenance of hospital sterilizers. The 
condition of these articles can de- 
termine the possibility of infec- 
tion and possible death of a pa- 
tient. With some other types of 
equipment and processes it is pos- 
sible to be careless and at the same 


Ira Markwood, P.E., is general service 
manager of the Wilmot Castle Co. 


by IRA MARKWOOD 


When properly used and main- 
tained, hospital sterilizers will ensure 
sterility, the author states, but like 
any other piece of equipment they 
must be carefully serviced by in- 
formed personnel if they are to func- 
tion properly. He explains the opera- 
tion of the steam-jacketed sterilizer, 
exploring reasons for faulty perform- 
ance, and listing the working parts 
that should be cleaned and inspected 


regularly. 


time relatively successful. In hos- 
pital sterilization there can be. no 
question of the degree of success 


STEAM SUPPLY 


CONDE NSATION FUNNEL 


FIG. 1—Schematic rendering of typical double shell or jacketed 
steam pressure sterilizer. 


FIG. 3——When it is necessary to replace the 
bellows in the thermostatic trap, for best per- 
formance, it is wise to replace the seat at 
the same time. The gasket should be replaced 
each time the trap is opened. : 


FIG. 4——Although parts can he obtained sep- 
arately, it is best to replace the renewal unit 
of the steam regulator as an assembly. It is 
not necessary to disassemble the complete 
regulator—merely remove the back plate. 
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—either material is sterile or it is 
not. If it is not, then it is totally 
unacceptable. 

Many types of sterilizing equip- 
ment are used in hospitals, but 
perhaps the most common is the 
double jacketed steam-pressure 
autoclave. When properly used 
and properly maintained it will 
ensure sterility, but like any other 
piece of mechanical equipment it 
must receive proper care from in- 
formed personnel. Among the most 
important of these persons is the 
hospital service or maintenance 
man, who should consider him- 
self a part of the operating team 
whether or not he ever sees an 
operating room in use. 


PATH OF THE STEAM 


The double shell or jacketed 
steam-pressure sterilizer basically 
consists of an outer steam jacket 
and an inner sterilizing chamber 
(see drawing). The steam enters 
the jacket and then passes into 
the chamber through a steam-to- 
chamber valve. It is dispersed up- 
ward and outward by a baffle at 
the rear of the chamber. Steam, 
being lighter than air, stratifies 
at the top, forcing the air down, 
forward and out of the chamber 
through the sediment screen, into 
the air and condensate line. Pure 
saturated steam at 15 pounds pres- 
sure at sea level produces a tem- 
perature of 250°F. (121°C.). No 
known organism will survive this 
temperature in a moist condition 
for as long as 30 minutes. If there 
is air present in the chamber, 
however, it is possible to have 
pressure and not the proper tem- 


perature. Temperature is the all-— 


important factor. 

If a direct steam sterilizer is 
being used, the steam enters the 
outer jacket first through a strainer 
and then through a pressure reg- 
-ulator. If the strainer becomes 
clogged, it will exert a throttling 
effect on the steam and the steri- 
lizer consequently will not attain 
the proper pressure despite a per- 
fectly functioning pressure regu- 
lator. For this reason, the steam 
strainer should be checked and 
cleaned periodically. The interval 
between inspections will vary 
with the condition of the steam 
and boiler. At the start it would 
be wise to check the strainer at 
least weekly. Subsequent inspec- 
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tions will establish a 
maintenance schedule. 

If it is necessary to remove the 
pressure regulator from the line 
for servicing, the direction of the 
arrow on the regulator casting 
should be noted first. On replace- 
ment, the steam flow indicating 
arrow must point in the same di- 
rection as when the regulator was 
removed. 


HOW FLOW IS CONTROLLED 


The flow of steam through the 
pressure regulator is controlled by 
a piston moving within a cylinder, 
seating and unseating itself as re- 
quired to maintain the proper 
pressure. Around the cylinder is 
a fine mesh screen that filters out 
any small particles of foreign ma- 
terial that may have passed the 
strainer. This complete assembly, 
known as a renewal unit, can eas- 
ily be removed by taking off the 
cover at the base of the valve. It 
may be necessary to clean this 
unit from time to time if the 
cylinder is sticking, since if the 
cylinder sticks in the closed po- 
sition, no steam will enter the 
sterilizer. If it sticks in the open 
position, steam cannot be con- 
trolled and the safety valve will 
pop. 

One of the most frequent causes 
of sticking pistons is boiler com- 
pound. A word to the wise on this 
subject should be sufficient. 

The safety valve itself is a sirm- 
ple mechanism that normally 
needs very little servicing. The 
only danger inherent in the safety 
valve is that it may become in- 
operative due to disuse. The han- 
dle on the valve should be lifted 
regularly to ensure that it is in 
proper working order. 

If the safety valve pops con- 
tinuously, it is usually an indica- 
tion that the pressure regulator is 
not functioning properly. Adjust- 
ing the safety valve under these 
circumstances is a wholly unac- 


ceptable procedure. The cause of 


the trouble in the regulator needs 
correction—not the effect in the 
safety valve. However, in older 
sterilizers it is possible that the 
spring in the safety valve has lost 
its tension. In this case the valve 
should be returned to the manu- 
facturer for replacement of the 
spring and calibration. The pres- 
sure gauges will indicate whether 


routine 


the regulator or safety valve needs 
attention. 

- Pressure gauges are used to in- 
dicate jacket and chamber pres- 
sures. It must be clearly under- 
stood that they should not be 
relied on as infallible indicators 
of proper sterilization. The pres- 
sure gauges can and should be 
adjusted if they do not show a 
zero reading when no pressure is 
present. The cover glass can be 
removed and the indicating hand 
adjusted by holding the hand 
firmly and inserting a small screw- 
driver into the slot of the hand. 
Turn the screwdriver in the di- 
rection opposite that in which th 

hand should move. : 

The thermometer on the return 
line cannot be repaired or adjusted 
if ceases to operate satisfactorily. 
It must be replaced. Since the 
thermometer is located in the cold- 
est part of the sterilizer, as long as 
it registers 250°F. (121°C.), it is 
certain that the chamber tempera- 
ture exceeds this reading and that 
proper sterilization is being ob- 
tained. 

A sediment screen is located in 
the discharge line just ahead of 
the thermometer. Its purpose is to 
keep foreign matter such as nee- 
dles and lint out of the line and 
thus prevent clogging of the air 
and condensate trap. The sediment 
screen should be inspected daily 
and cleaned as necessary. If it is 
not clear, the sterilizer will be 
slow in operation and may not 
reach sterilizing temperature. 


BELLOWS OPERATES TRAP 


The air and condensate trap is 
operated by a bellows which func- 
tions upon contact with heat. In 
the “rest” position the trap is 
open. When steam hits the bellows 
it expands and closes. As the 
steam condenses, the bellows 
opens again and allows the con- 
densate to pass through the drain 
line. Because the bellows is in con- 
stant motion, it might be referred 
to as the lungs of the sterilizer. If 
it sticks in the closed position, 
condensate will eventually back 
up into the sterilizer. If the bel- 
lows sticks in the open position, 
steam will enter the drain line, 
making it impossible to build up 
pressure in the chamber. 

The jacket-return carries off 
condensate in the same manner 


as the chamber condensate trap. 
If it does not operate properly, 
water will back up into the jacket, 
causing a loud hammering noise 
‘when the steam supply valve is 
opened. 

A common complaint among op- 
erating personnel congerns wet 
dressings. There are several rea- 
sons for this, some the fault of the 
sterilizer, some not. Some causes 
and their prevention are as fol- 
lows: 

1. On manually controlled equip- 
ment, wet dressings may be the 
result of faulty operation. At times 


an operator who is rushed will - 


turn the vent or exhaust-from- 
chamber valve with one hand and 
the steam-to-chamber valve with 
the other—invariably producing 
wet dressings. 

2. Wet dressings may be caused 
by a malfunctioning steam trap 
in the air and condensate line. 
The bellows should be removed 
from the steam trap and the trap 
and all parts inspected for clean- 
liness. The bellows can be checked 
for proper expansion by placing 
it under an open steam line. If 
it does not expand when placed 
under flowing steam, it should be 
discarded and a new one installed. 
In reassembling the trap, the bel- 
lows assembly should be installed 
in the trap body first and the gas- 
ket placed on top of the plate to 
which bellows is attached. In re- 
placing the cover of the trap, the 


four screws should be tightened ~ 


uniformly, just tight enough so 
that the trap does not leak. In in- 
stalling a new bellows in the trap, 
it is good practice to use a new 
seat and gasket with the new bel- 
lows. 

3. Wet dressings may be caused 
by a clogged discharge line. Re- 
moval of the sediment screen in 
the drain line at the front opening 
in the bottom of the sterilizer will 
show whether it is clogged. If 
dirty, it can be cleaned by scrub- 
bing with a stiff brush until all 
dirt is removed and all holes in 
the screen are clear. The drain 
line should then be checked to see 
that it is clear through the con- 
densate line. 

4. Wet dressings may stem from 
improper installation of the steri- 
lizer. If condensate lies in the bot- 
tom of the sterilizer chamber, the 
sterilizer should be tipped slightly 


toward the front. This is done by 
screwing the front feet farther 
into the legs of the stand. The 
sterilizer should be set so that all 
water or condensate drains to the 
front opening in the bottom. A 
good test is to pour a tumbler of 
water into the chamber. If all of 
the water drains to the front and 


out the drain line, then the pitch 


is correct. 
PERIODIC INSPECTION GUIDE 


In summary, the operation and 
maintenance of the following parts 
of the double shell steam pressure 
autoclave should be familiar to 
maintenance personnel, and it is 
recommended that periodic inspec- 
tions be carried out as follows: 

‘Supply line strainer. Inspect 
weekly until steam and boiler 
conditions indicate that a longer 
or shorter period between inspec- 
tions is advisable. 

Pressure regulator. Remove re- 
newal unit and clean if there is 
any indication that the cylinder 
is sticking. Be especially wary if 


any boiler compound has been. 


added to the system. 
Safety valve. Check every day 
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to determine that the valve is not 
frozen in a closed position. 3 

Pressure gauges. Check for 
proper calibration.and adjustment. 

Thermometer. Replace if there 
is any indication of malfunction. 

Sediment screen (discharge 
line). Inspect daily. 

Air and condensate trap. Re- 
move and clean if there is indica- 
tion that the bellows is sticking 
(as indicated by symptoms de- 
scribed above). 

Jacket condensate return. Re- 
move and clean if there is any 
indication that the bellows is 
sticking (as indicated by symp- 
toms described above). : 

An understanding of the opera- 
tion of the double shell steam 
pressure sterilizer, and a simple 
preventive maintenance program 
for the equipment, will ensure 
that these important appliances 
are fulfilling the invaluable serv- 
ice that they provide in sterile 


' procedure. Misuse or poor main- 


tenance will be costly not only in 
terms of time, labor and replace- 
ment parts, but most important in 
terms of possible added human 


suffering. bd 


NOTES AND COMMENT 


Survey shows boiler insurance deficiencies 


Many California hospitals do not know how to purchase boiler insur- 
ance nor do their agents know the hazards involved in a hospital. 

This was one of the conclusions reached in a year-long study of 
boiler insurance just completed by the Council on Insurance of the 


California Hospital Association. 

Answers to questionnaires sent 
out by the council disclosed other 
deficiencies: 

Many hospitals have pur- 
chased boiler insurance with limits 
of $25,000. The CHA insurance 
council considers these limits en- 
tirely inadequate for the risks in- 
volved. 

@ 30 per cent of the hospitals 
answering the questionnaire did 
not have firebox coverage in the 
boiler policy although they may 
have had some of this risk cov- 
ered by extended coverage en- 
dorsemént on the fire policy. The 
council considers this lack of cov- 
erage hazardous, as boiler firebox 
explosion is of fairly frequent oc- 
currence. The council feels that 
coverage of this item under the 


boiler policy is important (1) from 


an inspection standpoint and (2) — 
because if a firebox explosion 
causes the boilers to explode there 
would be considerable discussion 
as to what was the primary cause 
of the explosion. 

@ 65 per cent of the hospitals did 
not cover refrigeration systems 
with motors over 5 h.p.; 37 per 
cent did not cover hot water tanks; 
25 per cent did not cover air 
tanks; 30 per cent did not cover 
autoclaves; 62 per cent did not 
cover steam pressure vessels in the 
kitchen; 60 per cent did not cover 
laundry mangles using high pres- 
sure steam. 7 

The insurance council expressed 
alarm over its findings, which were 
interpreted as an indication that 
many hospitals in the state do not 
have adequate inspection of items 
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that could cause considerable dam- 
age to persons and property. 

The council also noted that if 
an explosion occurred, consider- 
able bad publicity would ensue to 
hospitals in general if the affected 
hospital had not arranged for a 
proper monetary protection for in- 
jury to persons or for the replace- 
ment of property. 

After a study of group coverage, 
the council came to the conclusion 
that group coverage was not 
feasible. 

The council recommended the 
following standard provisions to be 
considered by hospitals in buying 
boiler insurance: 

1. Make sure the carrier has a 
volume of boiler insurance and has 
a thorough inspection system. 

2. Provide for adequate limits, 


since increased limits carry a very 
small premium. Each hospital by 
action of its board of trustees 
should thoroughly study exposure 
hazards and provide adequate 
limits. 

3. Hospitals under one manage- 
ment should take advantage of a 
master boiler policy. Such groups 
would secure a 25 per cent reduc- 
tion in premium on a three-year 
basis if the premium’ exceeds 
$3000. 

4. Cover the following items in 
the boiler policy: (a) steam boil- 
ers, (b) fire boxes, (c) hot water 
boilers, (d) refrigeration systems 
with electric motors over 5 h.p., 
(e) hot water tanks, (f) air tanks, 
(g) sterilizers and autoclaves, (h) 
steam pressure vessels in kitchens, 
and (i) laundry mangles. . 


NOTES AND COMMENT 


Folding commode solves space problem 


Fold-away toilet facilities solved a space problem during a renovation 
program at The Medical Center, Columbus, Ga. | 

One wing of the hospital, constructed during World War II, lacked 
toilet accommodations of any sort. Further, the patient rooms were so 
small that bath facilities could not be included CurINg | renovation with- 


out losing every third room. The 
hospital administration, feeling 
that this would be too great of a 
loss of bed space, searched for an 
answer. 

The logical solution seemed to 
lie in the use of a folding commode 
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(see photos). This equipment, al- 
though it is manufactured primar- 


COMPACT and attractive, these folding toilet 
facilities solved a space problem in the reno- 
vation of The Medical ‘Center, Columbus, Ga. 
Photos below show how the cabinets appear 
when open and closed. 


ily for use in railroad sleeping 
cars, is adaptable to other uses. 
Constructed of stainless steel, it 
meets all Columbus health and 
sanitary codes. 

The top of the cabinet contains 
a lavatory with hot and cold wa- 
ter. The front panel, in addition to 
the commode seat, contains re- 
cessed spaces for tissue paper and 
paper towels. On the obstetrical 
floor the paper towel holder has 
been modified to accommodate 
perineal care supplies. 

Installation of the equipment 
was carried out by the hospital 
maintenance crew with little more 
difficulty than would.have been 
encountered in installing a con- 
ventional fixture. The units were 
installed during the over-all reno- 
vation program, thus avoiding du- 
plication of effort and expense in 
painting and refinishing. 

The equipment has been well 
accepted by patients. Most pa- 
tients, especially those who had 
been hospitalized in this area of 
the hospital before renovation, ap- 
preciate the convenience and ap- 
pearance of the cabinets. So far, 
it appears that these rooms will be 
as popular with patients as the 
completely new rooms in another 
wing of the building that have 
conventional toilet facilities 
L. BraBson, M.H.A., assistant ad- 
ministrator, The Medical Center, 
Columbus, Ga. a 
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THE LAW IN BRIEF 


Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Hospitals and ‘Ambulance Chasing’ 


“Ambulance chasers” are not exclusively a prob- 
lem of the organized bar. Although the American 
Bar Association and local bar groups have taken 
steps to eliminate overt solicitation of auto accident 
and other personal injury victims, they may not be 
able to reach into the —— where certain prob- 
lem spots may exist. | 

It is well known, though often difficult, to prove, 
that in so hospitals, physicians, house staff, ad- 
inistration, or paramedical pefsonnel may act as 
contacts for ambulance chasing attorneys. Some- 
times these people afe equipped with attorney’s busi- 
ness cards or blank retainer contracts whereby the 
attorney is engaged to represent the injured party, 
and in some extreme instances these agents for the 
attorneys carry photostats of checks which previous 
clients received in settlement of their claims. 

In at least 13 states there is legislation intended to 
punish solicitation of clients for attorneys as a crim- 


inal act. The wording of these statutes varies, of 
course, and in many instances is not especially ef- 
fective. An example of the language in an anti- 
solicitation statute which includes hospitals in its 
intent is that of New York State: . 

“Tt shall be unlawful for any person in the employ 
of or in any capacity attached to any hospital, sani- 
tarium ... to communicate directly or indirectly 
with any attorney or person acting on his behalf for 
the purpose of aiding, assisting or abetting such at- 
torney in the solicitation of a retainer, written or ~ 
oral, or any agreement the to 
perform or render legal services.’ 

Whatever the status of the law in a state may be 
with regard to solicitation for attorneys, it is a dan- 
gerous procedure for hospitals to knowingly allow 
any person working within the hospital to influence . 
patients in their selection of an attorney. 


This material is not legal advice. The information on this page should not be 


used to resolve legal problems. For advice on such problems a hospital should 
consult a member of the local bar. 3 
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In addition, the code of ethics recently adopted by 
the American Hospital Association and the American 
- College of Hospital Administrators provides that 
“hospitals should be fair, honest and impartial in all 
their business relationships” ( HOSPITALS, J.A.H.A., Oct. 
16, 1957, p. 124). Solicitation for attorneys is neither 
fair, honest, nor impartial. Also, the principles of 
conduct for hospital administrators adopted by the 
two associations require that the administrator “will 
not use his position or influence for selfish personal 
advantage or gain .. .” It is not unknown for an 
occasional administrator to encourage patients to 
select a particular attorney although such conduct 
would be a clear violation of the code of ethics ap- 
plicable to administrators. 

The number of attorneys who use solicitors or 
“runners” to sign up clients constitutes a very small 
percentage of the practicing lawyers; similarly, the 
number of persons within hospitals who act as at- 
torneys’ agents is a tiny proportion. Both groups, 
however, place a stigma upon their confreres which 
is difficult to dissipate. 


Liability for Absent Physician 


A prepayment health plan which provides medical 
as well as hospital service assumes certain responsi- 
bility for the malpractice of its physicians. If the 
physician refuses to return to the state to appear 
as a witness, the health service plan also loses the 
presumption, which would apply if the doctor were 
dead, that he was not negligent. A California appel- 
late court has so held in Maertins v. Kaiser Founda- 
tion Hospitals, 8 Negl. Cases 2d 998 (Cal. App., 1958). 

The plaintiff was a subscriber to the Kaiser Foun- 
dation Health Plan, a nonprofit trust which collects 
premiums covering both prepaid medical care pro- 
vided by a medical partnership, the Permanente 
Medical Group, and hospital care furnished by Kaiser 
Foundation Hospitals, a nonprofit corporation. 

The plan, medical partnership, and hospital corpo- 
ration were named as defendants. The negligence 
complained of was the failure of a doctor, an in- 
ternist practicing in defendant’s hospital, to voli? 
to the patient and to act upon the radiologist’s report 
of possible lung disease. A year later another phy- 
Sicilan at the same hospital, a chest specialist, diag- 
nosed a tubercular condition. The plaintiff then spent 
almost two years in a hospital and also underwent 
surgery. 

The chest physician testified that every effort 
should have been made to diagnose the disease after 
radiologist’s report was received. The internist 
was practicing in an eastern state at the time of trial 
and }chose not to return to California. (Had he done 
so, he might have become a defendant, too.) The 
trial court instructed the jury that the law assumes 
that \the internist was free of fault until this pre- 
sumption is overcome by actual evidence to the 
contrary. The appellate court could not concur, de- 
claring that only the death or incompetence of an 
absent witness would give rise » a presumption of 
his due care. 

Because of the erroneous instructions to the jury, 
the verdict in favor of the defendants was set aside 
and a new trial was made possible. At such a retrial 
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the court apparently would assume that the de- 
fendant health plans would bear responsibility for 
the proven malpractice of a eencipetae physician 
in a factual situation of this kind. 


Bed Rails and Bed Rest 


When a doctor orders “absolute bed rest,” but 
does not order raising of bed rails, is the hospital 
liable for injuries received when the patient falls 
from a bed without rails up? This was the issue in 
the recent Florida case of Memorial Hospital, South 
Broward Hospital District v. Doring, 8 Negl. Cases 
2d 1139 (Fla. App., 1958). 

The plaintiff was a heart patient admitted to the 
hospital through his personal physician. He arrived 
in the hospital at 5 a.m., was placed in a bed without 
raised rails under instructions that he have absolute 
bed rest. He was found walking in his room at 8 a.m. 
and burns possibly caused by a fall were detected 
at 11 a.m. Some days later a broken arm was dis- 
covered. In his lawsuit the patient charged the hos- 
pital with negligence, contending that he was im- 
properly cared for while in a helpless condition. 

The appellate court considered the issue to be 
whether the hospital fell below the required standard 
of care in failing to assure that the patient would 
not arise from his bed and injure himself. The court 
was impressed with the testimony of the patient’s 
physician who declared that he had not ordered bed 
rails because he did not think they were necessary. 
After reviewing results of similar suits in other 
states, the court concluded that in the absence of 
more drastic instructions from the doctor, “it is diffi- 
cult to imagine what steps the hospital should have 
taken to prevent appellee [patient] from getting out 
of bed...” 

While courts may continue to deliberate as to 
whether ordering the use of bed rails is a decision 
for the physicians or the nursing staff, many hospitals 
have gone a step further. They have recognized that 
use Of bed rails represents a nursing and adminis- 
trative problem and have adopted rules for their use. 
In such institutions, as a matter of routine, certain 
kinds of cases dictate raised rails whether or not the 
attending physician has specified this action. The 
result is to reduce the number of “free falls” from 
beds, and this must be acknowledged to be an ex- 
cellent way to-detrease the incidence of lawsuits 
based on ——— bed fall injuries. 


Fishing Expeditions 


When an attorney or \public official roams through 
records to determine whether there is cause for fur- 
ther legal action, without being aware of the exact 
information he seeks, he is considered to be engaged 
in a “fishing expedition.” A New York decision ap- 
pears to grant judicial approval to the searching of 
a hospital record to ascertain whether a rumored 
injury did, in fact, take place, although no suit had 
yet been filed against the hospital. 

It had been the consensus among hospital lawyers 
that a patient who filed a suit could obtain a court 
order for inspection of the medical record, whether 
or not the hospital was a defendant. A successful 
petition for such an order prior to filing suit, how- 
ever, seems not to have occurred previous to Appli- 
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cation of Kabes, 175 N.Y.S. 2d 83 (1958). 

The parents of a newborn infant heard that the 
child may have been burned during the course of an 
otherwise successful operation. Their attorney ob- 
tained a court order allowing questioning of the hos- 
pital’s record librarian concerning the infant’s birth, 
operation, care and treatment, burns received dur- 
ing the operation, and the names of nurses in at- 


‘tendance. The court’s ex parte action was entered 


without opportunity of the hospital or librarian to 
testify. | 

On a motion to vacate the order, the arguments of 
the hospital and record librarian were heard. The 
court concluded that: 

@ The order should properly name the hospital 
employee to be examined. 

® The infant’s parents should sign and deliver to 
the hospital an authorization for examination of the 


medical records. 


@ A subpoena should be served on the party to be 


examined. 


@ The person to be examined has a right to be 
heard, if desired. 

@ It is proper for a court to order the examination 
of records to ascertain the identity of those persons 
responsible for injuries suffered, even though this 
information might otherwise be obtainable if suit 
were filed against the doctors and then the latter 
were questioned as to the parties responsible for the 
injury. 

e@ An ex-patient has a right to question the record 
librarian in order to frame a complaint in a con- 
templated suit. 

The order which was approved modified the origi- 
nal one so that only the following information was to 
be demanded: condition of infant at birth; details as 
to how she was placed and handled during the opera- 
tion; burns received, if any, during surgery; treat- 
ment of burns after surgery; and names of nurses 
who served the infant during this period. With this 


information furnished by the hospital, the attorney 


would be in a good position to determine whether or 
not to file suit against the hospital. 


Immunity Sustained in Massachusetts 


Charitable immunity from liability for negligence 
was first established in the United States in Massa- 
chusetts. In the many decades which have passed, the 
once firm rule of immunity has become a strong 
trend towards liability. 

Efforts have been made to induce the courts of im- 
munity states of long standing to reverse their posi- 
tion. Recently the highest courts of Pennsylvania, 
Connecticut, and Nebraska have affirmed the im- 
munity rule in their states, however, indicating that 
any change to liability would have to be accomplished 
by the legislature and not by the courts. 

In Simpson v. Truesdale Hospital, decided Nov. 
28, 1958, the Supreme Judicial Court of Massachu- 
setts declared that “while as an original proposition 
the doctrine [of immunity] might not commend it- 
self to us today, it has been firmly imbedded in our 
law for over three-quarters of a century and we 
think that its ‘termination should be at legislative, 
rather than judicial, hands.’ ” | 
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Key Health Bills Await Congress 


Until President Eisenhower delivers his budget 
message to the new Congress, details of possible 
White House cutbacks on federal medical spending 
will not be known. Some observers have interpreted 
the overwhelming Democratic majorities in both the 
House and Senate as a green light for wide-open 
spending. Responsible Democratic leaders have gone 
on record cautioning against hopes for any massive 
new domestic spending programs. 

Regardless of appropriations for new health and 
hospital programs, these issues can be expected to 
come up before various committees of the 86th 
Congress. | 


HILL-BURTON AMENDMENTS—Substantive amend- 
ments to the Hill-Burton program will be proposed. 
The American Hospital Association has devoted con- 
siderable time to considering legislation which would 
authorize a loan or grant program for remodeling and 
modernization of existing hospitals. AHA has sug- 
gested either that a grant program be added to Hill- 
Burton or a revolving fund be authorized for long- 
term low-interest loans. AHA may also propose 
free transfer of fuhds among all Hill-Burton cate- 
gories. 


HILL-BURTON APPROPRIATIONS—In addition to 
possible Hill-Burton amendments, Congress is to 
again vote annual program appropriations. AHA is 


asking for the full $211.2 million authorized under 


law. The administration is expected to ask approxi- 
mately $120 million. Last year Congress voted $186.2 
million. 


STUDENT NURSE AND MEDICAL INTERN HOUSING 
—The 85th Congress appropriated $25 million. for 
low-cost federal loans to hospitals for construction 
to house student nurses and medical interns. Federal 
housing officials did not use the full $25 million for 
this purpose. Part of the total was diverted into col- 
lege housing projects. AHA plans to ask Congress 
not only to increase the authorized sum, but also to 
specify that the entire increased amount be ear- 
marked for student nurse and intern housing. 


‘MEDICARE’—Brig. Gen. Floyd L. Wergeland “med- 
icare” director, warned that unless Congress votes a 
higher annual appropriation than the $71.9 million 


voted last year, even further reductions will have to 


be made in the use of civilian hospitals and medical 
services under “medicare.”’ 


HEALTH CARE FOR THE AGED—A major proposal 
is the bill sponsored by Rep. Aime J. Forand (D-R.1.), 
second ranking Democrat on the important House 
Ways and Means Committee. This bill would amend 
social security system provisions to provide hospi- 
talization for persons eligible for Old Age and Sur- 
vivors Insurance benefits. Some members of Congress 
have argued that action on this matter should be 
postponed until after the January 1961 White House 
Conference on Aging. Next month HEW Secretary 


JANUARY |, 1959, VOL. 33 


Arthur S. Flemming must report to Congress on ad- 
ministration evaluation of various federal old age 
health care proposals. 


BLUE CROSS RATES AND HOSPITAL COSTS—The 
Senate District of Columbia Subcommittee on Public 
Health is to report to Congress this winter on its 
investigation of a recent 42 per cent rate increase by 
the Blue Cross organization for the Washington, D.C., 
area (Group Hospitalization Inc.). The investigation 
will be of national interest because (1) the sub- 
committee is comparing the D.C. rate picture with 
that in other parts of the country, and (2) the full 
Congress may be called upon to debate and vote on 
legislation concerning Blue Cross rates in the local 
Washington area. 


HEALTH INSURANCE FOR FEDERAL EMPLOYEES— 
Another issue before Congress which may also raise 
the matter of hospital costs and Blue Cross rates is 
hospital and medical insurance for federal employees 
and their families. These benefits are a major ob- 
jective of federal employee groups this year. Chief 
issues: how much of the premium will the federal 
government pay? What will be the annual cost to the 
government? 


NURSES’ TRAINING—(a) Professional nurses: The 
program of federal traineeship awards to the pro- 
fessional nurses seeking post-graduate training ex- 
pires this year and Congress will consider its exten- 
sion. 

(b) Practical nurses: Federal financial aid is given 
for training practical nurses under both the George- — 
Barden vocational educational act and the newer 
law devoted to practical nurse education only, Title 
III, P. L. 911. HEW Secretary Arthur S. Flemming 
is supporting a proposal to return to the states com- 
plete responsibility for vocational education pro- 
grams. In order to enable the states to support these 
programs, part of the revenues from the federal tele- 
phone tax would be relinquished. In addition to con- 
sidering this proposal, Congress must decide this year 
whether to extend Title III, of P.L. 911. : 

PUBLIC ASSISTANCE VENDOR PAYMENTS—Con- 
gress will be watching administration of the new for- 
mula passed last year and its effect on vendor pay- 
ments made for the health care of public assistance 
recipients. 


VETERANS HOSPITALS—House Veterans Affairs 


- Committee Chairman Rep. Olin Teague (D-Tex.), has 


frequently criticized the Eisenhower administration 
for requesting “inadequate” funds to properly main-. 
tain Veterans Administration hospitals. It is expected 
that this issue will again be raised, particularly 
in view of a report prepared with AHA assist- 
ance, indicating that the demand for hospital care of 
veterans with nonservice-connected disabilities will 
double over the next 29 years. 


INTERNATIONAL HEALTH PROGRAMS—Several 
programs are expected to be proposed to increase the 


97 


WASHINGTON REPORT wae 


role of health programs in American foreign policy 
and to expand U.S. participation in such programs. 

(a) Sen. Lister Hill (D-Ala.) seeks creation of a 
National Institute of International Medical Research. 
He would make $50 million in federal funds available 
annually for awards to international research proj- 
ects. Sen. Hill also proposes an advisory council to 
help with this program. 6 

(b) Results of a Senate Government Operations 
Subcommittee study, under direction of Sen. Hubert 
Humphrey (D-Minn.), could result in legislative pro- 
posals to centralize or reorganize all U.S. work on 
world health matters. 

Other health matters to be presented to the new 
Congress include: federal aid for construction of 
medical teaching facilities; requests for more federal 
money for hospital research; liberalization of the 
Taft-Hartley labor law and the minimum wage law. 


Hospital Loans 


Another $3 million in federal loans has been > 
awarded for construction of dormitories to house 
student nurses and medical interns. 

The new loan funds are divided among eight hos- 
pitals. These latest loans bring to $9.8 million the 
total amount loaned to 25 hospitals under this hous- 
ing program. Another $6.4 million is being held in 
reserve for loans to 18 more hospitals whose appli- 
cations have not been completely processed. 

This total of $16.2 million in loan funds awarded 
and reserved is still far short of the $25 million au- 
thorized by Congress for student nurse and intern 
housing. AHA has protested the diversion of part of 


the $25 million for use in constructing college and 
university dormitories. Approximately $7 million 


_ has been diverted. 


Hospitals in New York State have received the 
largest share of federal loans for the construction of 
student nurse and intern housing. A total of $3.5 mil- 
lion in federal loan funds has been awarded or re- 
served for construction there. Loan funds awarded 


per state are: 


RESERVATIONS APPROVED 


STATE TOTAL OF FUNDS LOANS 
Arkansas $ 500,000 $ 500,000 $ — 
California 234,000 234,000 —_ 
Florida 200,000 200,000 —_ 
Georgia 175,000 — 175,000 
702,000 702,000 
Kansas 250,000 250,000 _ 
Maryland 500,000 500,000 
Michigan 623,000 523,000 100,000 
Minnesota 310,000 310,000 
Missouri 1,075,000 450,000 625,000 
Nebraska 515,000 515,000 _ 
New Jersey 500,000 500,000 _ 
New York 3,529,000 500,000 3,029,000 
Ohio 2,100,000 619,000 1,481,000 
Oklahoma 500,000 | —_ 500,000 
Oregon 500,000 _ 500,000 
Pennsylvania 2,753,000 863,000 1,890,000 
Texas 375,000 _ 375,000 
Virginia 175,000 175,000 
Wisconsin 700,000 450,000 250,000 
Totals $16,216,000 $6,414,000 $9,802,000 


NEW! 
DUST 
CONTROLLING 


CHEMICAL FLOOR CLEANER 
AND DUST CONTROLLANT 


DY-DUST protects floor surfaces, controls dust- 
borne microbes and safeguards health. Scien- 
tifically controls dust and dirt on wood, 
terrazzo, tile, concrete, vinyl, marble, cork 
and composition floors. 
EASY TO USE! SAFE! FAST! 
LOOK FOR THE NAME BUCKEYE... YOUR 
ASSURANCE OF QUALITY 


CITY STATE 
DY-DUST 


DAVIES-YOUNG SOAP COMPANY 5 
P.O. Box 995, Dayton 1, Ohio : 
Send free sample 
_] Have your representative call 1 

Send further information 

NAME t 
1 

ADDRESS 

i 


the DAVIES-YOUNG 


Soap Company 


Faster, more efficient — non-slip Buckeye] 


P. O. Box 995 Dayton 1, Ohio 
j 


98 


Significant Advance 


in Traction Therapy... 


Greatly improved traction therapy for cervical, 
pelvic or manipulative application is now rou- 
tine with the new HAUSTED TRACTIONAID. 
This modern, electronically-controHwed and 
hydraulically-operated apparatus provides 
smooth, even, steady or intermittent traction 
. . And only TRACTIONAID automatically 
compensates for patient’s movement — up to 
a full 18 inches! Exact, prescribed traction of 
from 0 to 100 pounds may be pre-set. 
Indicated in the treatment of many conditions, 
HAUSTED TRACTIONAID has had thorough 
clinical testing and demonstrated its extreme ~ 
flexibility for use on prone or sitting patients. 


THE | HAUSTED 
TRACTION AID 


for complete data & clinical reports write — 


HAUSTED MANUFACTURING COMPANY 


MEDINA, OHIO 
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‘Medicare’ Makes Economy Move 


‘““Medicare”gDirector Floyd L. Wergeland has an- 
nounced proposals to extend all “medicare” contracts 
on physicians’ fees for 12 months beyond their ex- 
piration dates in 1959. 

The new procedure is an economy measure to bring 
‘medicare’ expenses further in line with available 
funds. Under this procedure the expense of bringing 
representatives of Blue Shield and other contractors 
to Washington for negotiations involving compre- 
hensive examination and analysis of maximum fees 
paid to physicians participating in “medicare” will 
be avoided. Only physicians’ fees are involved since 
“medicare” has no fee schedule for hospitals. 

Brig. Gen. Wergeland announced that negotiation 
and renewal of all ‘“‘medicare”’ contracts for calendar 
1958 have been completed. In the future, contractors 
will not be summoned to Washington but will instead 
receive by mail a proposal by “‘medicare” for exten- 
sion of present contracts for 12 months beyond the 
date each contract expires. Approximately five con- 
tracts will expire each month throughout 1959. 


Proposed modifications of contracts will be sent 
45 to 60 days prior to contract expiration. If the pro- 
posed modifications are not acceptable, the contractor 
is requested to notify the contracting officer ‘‘at once 
in order that any differences may be resolved.” 

Gen. Wergeland took the occasion of “medicare’s’”’ 
second anniversary on Dec. 7 to announce that the 
program has paid $142,807,248 to hospitals and phy- 
sicians during its first two years. 

Payments to hospitals totaled $68,888,762 on 612,- 
013 claims. Physicians received payments totaling 
$73,918,486 for 986,295 claims. 

In the first five months of the-current fiscal year, 
fiscal 1959, ‘‘medicare” has met 117,332 hospital 
claims with a total payment of $13,820,242. Payments 
on 235,580 physician claims over the same period 
were for a total of $18,237,680. 

Following are payments made to hospitals and 
physicians during ‘‘medicare’s”’ first 24 months. 


Last Seven Months of Fiscal 1957 
Number of 


Total Payments Claims Met 
Hospitals $12,907,377 124,275 
Physicians $10,305,446 149,175 

Fiscal 1958 (12 months) 
Hospitals | $42,161,143 370,406 
Physicians $45,375,360 601,540 
First Five Months of Fiscal 1959 

Hospitals $13,820,242 117,332 
Physicians $18,237,680 235,580 


Small Business Health Loans 


The Small Business Administration annéunced that 
recent loans to health concerns amounted to $248,800. 

Largest sum was,a federal loan of $132,500 to El 
Jan Convalescent Center, Las Vegas, Nev. Other 
nursing homes to receive loans are: $49,000 to Harbor 
View Nursing Home, Cranston, R.I.; $37,800 to Pine 
View Manor, Panama City, Fla.; $20,000 to Rose M. 
Zupfer, Ellsworth, Wis.; $4500 to Turgeon Nursing 
Home, Claremont, N.H. | 

A loan of $5000 was also made to a hospital nur- 
sery photographer, Hospital Photo Service, Los 
Angeles. 
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Experience—Most extensive clinical 
and experimental background; 
longest history of use in practice. 


safety—A record of over seven 
years of continuous treatment ina 
group of patients; without 

serious side effects. 


Efficacy—Rapid onset of action— 
effects sustained up to 72 hours. 


Quality—Unsurpassed standardiza— 
tion and purity. 


Convenience—As easily injected as 
insulin—fluid at room temperature. 


Selected Conditions for Short-term and Office Therapy 


Asthma-——Bursitis, Tenosynovitis— 
Dermatitis (contact, drug, etc. )-——Eye 


- Diseases (acute, inflammatory)-——Gout—— 


Hyperemesis Gravidarum——Penicillin 
Reactions, Serum Sickness, Urticaria. 


*Highly Purified 


ARMOUR 


_HP* ACTHAR Gel is the Armour 
Pharmaceutical Company brand of purified 
repository corticotropin—(ACTH) 

Supplied: 5 cc. vials of 20, 40, 80 U.S.P. 
Units per cc. Also in a disposable syringe 
form, in a potency of 40 U.S.P. Units per cc. 


ARMOUR PHARMACEUTICAL COMPANY « KANKAKEE, ILLINOIS 
a leader in biochemical research 
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1958 REVIEW 


The hospital field, reflecting the economic recession of 1958 and the 
concurrent paradox of creeping inflation, has survived a year of eco- 


nomic contradictions. 


*% The Hill-Burton hospital construction program, facing congressmen 
who wanted to pare the budget and congressmen who wanted to boost 


the budget to include more pub- 
lic works projects, was finally 
given a record-setting compro- 
mise appropriation of $186.2 mil- 
lion for fiscal 1959. 

% While the recession was caus- 
ing Blue Cross Plans collectively 
to suffer their first quarterly 
membership loss in nearly 20 
years (although, again paradoxi- 
cally, utilization was still rising), 
a number of Plans (in Pennsyl- 
vania, Georgia, New York, Ohio, 
Maryland, Washington, D.C., New 
Jersey) were seeking rate in- 
creases and at least one Plan 
(Michigan) worked out a hospital- 
approved proposal limiting pay- 
ments to hospitals. Rate increase 
requests met with stiff opposition 
and the federal legislature and the 
state governments of Pennsylva- 
nia and New York made plans to 
probe hospital-Blue Cross rela- 
tionships. | 

*% The program for hospital- 
medical care of dependents of 
persons in the federal uniformed 
services, ‘“‘medicare,’ serving an 
ever increasing number of indi- 
viduals, had its budget set at $70.2 
million by a sometimes economy- 
minded Congress. The defense de- 
partment estimated it would need 
$90 million to maintain ‘‘medicare”’ 
at its present level. 

*% In another important area, 
the American Osteopathic Associ- 
ation revised its constitution to 
eliminate the name of its founder, 
Dr. Andrew Taylor Still. The con- 
stitutional change was made to 
give osteopathy greater standing 
as a science and to eliminate one 
reason which osteopathy’s detrac- 
tors have used for calling it a cult 
rather than a medical practice. 

*% Organized medicine, too, was 
doing some soul-searching. At its 
mid-year meeting the American 
Medical Association voted to 
mount a full-scale educational 
campaign against the United Mine 
Workers Welfare and Retirement 
Fund. However, in December, the 
AMA heard a report from one of 
its own commissions indicating 
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- that the UMW fund and other sim- 


ilar ventures might not be as 
harmful as they had originally 
seemed. AMA delayed action on 
the report until 1959. 

On the following pages is a 
summary of what happened in the 
hospital field during the year just 
ended. The months indicate the 
issues Of HOSPITALS, JOURNAL OF 
THE AMERICAN HOSPITAL ASSOCIA- 
TION, in which stories on these 
subjects appeared. 


JANUARY 


@® With increased congressional 
spending for defense and scientific 
advancement being contemplated, 
there was talk in Congress that 
not only would the Hill-Burton 
hospital construction program not 
receive a boost in funds, but that 
the appropriation would be cut 
below the figure provided during 
previous congressional sessions. 

A Because of the recession, one 
school of thinkers in Washington 
considered a heavy federal spend- 
ing program, with hospitals to be 
among the subsidized public works. 

A The federal Office of Educa- 
tion reported that enrollments in 
schools of practical nursing had 
leveled off from the accelerated 
enrollment pace set between 1948 
and 1955. 

@ Pennsylvania’s commissioner 
of insurance scheduled a hearing 
on a request by the Blue Cross 
Plan serving the Pittsburgh area 
for a 23 per cent rate increase to 
affect 721,000 Plan members. 

@ The American Medical Asso- 
ciation reported that more than 
6700 foreign physicians were in 
U.S. hospitals in 1956-57 for ad- 
vanced medical training. 

@ The American Federation of 
Labor-Congress of Industrial Or- 
ganizations adopted a resolution 
calling for a 10-year extension of 
Hill-Burton. 


FEBRUARY 


@In his budget proposals be- 
fore the new Congress, President 


Eisenhower asked that $75 million 
be allocated for the Hill-Burton 
program, $46.2 million, or 38 per 
cent, less than voted by Congress 
during the previous year. 

@ Average hospital claim for 
“medicare” during the first 13 
months of the program was $106.- 
28. Total hospital claims for the 
period were $22,174,189. | 

@ The American College of Hos- 
pital Administrators held its first 


PRES: EISENHOWER 


Congress on Administration «as 
part of its 25th anniversary cere- 
monies. 

@ Richard L. Johnson, secretary 
of the American Hospital Associa- 
tion’s Council on Administrative 
Practice, was named director of 
the newly organized Hospital 
Counseling Program—a program 
described by Dr. Edwin L. Crosby, 
AHA director, as one which ‘could 
become the most significant that 
the American Hospital Association 
has undertaken in its 60-year his- 
tory.” The five-year counseling 
program was made possible by a 
Ford Foundation grant of $825,- 
000 to the Hospital Research and 
Educational Trust. 

@® The North Dakota Hospital 
Association, in a unique approach 
to enlightening news media peo- 
ple in the state about hospital fi- 
nancing problems, scheduled its 
first state-wide news conference. 
Representatives of 30 newspapers, 
radio stations, and television sta- 
tions from all over North Dakota 
were present. 

@ Conferees at AHA’s Midyear 
Conference of Presidents and Sec- 
retaries discussed the problems 
that hospitals face in eliminating 
the staphylococcal problem in hos- 
pitals; increasing the supply of 


MR. JOHNSON 


trained practical nurses; and solv- 


ing the economic problems in- 
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volved in providing adequate care 
for the indigent and the aged. 


6 


MARCH 


@ More interest was generated 
in Congress in favor of using a 
hospital building and renovation 
program as a bulwark against fur- 
ther inroads by the economic re- 
cession. 

A The American Hoenttat’ Asso- 
ciation recommended congressional 
authorization of $150 million for 
‘the basic Hill-Burton program. 
The Association also requested that 
$150 million be appropriated for 
loans to construct intern and stu- 
dent housing at hospitals. 

A Legislation should be devel- 
oped to encourage public and pri- 
vate financing of construction and 
renovation of institutions for the 
aged, the first National Confer- 
ence on Nursing Homes and Homes 
for the Aged recommended. 

@ Automation and_ operations 
research were among the atomic 
age administrative techniques dis- 
cussed during the ACHA’s first 
Congress on Administration. 

@® Pennsylvania Insurance Com- 
missioner Francis P. Smith held 


nine days of hearings on a request | 


by Associated Hospital Service of 
Philadelphia (Blue Cross) for a 
40 to 53 per cent increase in its 
rates for hospitalization insurance 
coverage. Mr. Smith also held 
hearings in Pittsburgh for a pro- 
posed rate increase there. 

@In New York City, State 
Insurance Superintendent Leffert 
Holz rejected a plea by the Asso- 
ciated Hospital Service of New 
York (Blue Cross) for a 30 to 43 
per cent increase in its rates. The 
Blue Cross Plan in Rochester, N.Y., 
(Rochester Hospital Service Cor- 
poration) announced state appro- 
val of a rate increase averaging 
30 per cent. 

@ Later, Capital Hospital Serv- 
ice (Blue Cross), Harrisburg, Pa., 
filed an increase request. Sample 
increase: family group rate under 
the standard contract for 70 days 
coverage would jump from $5.41 
per month to $6.05 per month. 

@ In Chicago, the Hospital Plan- 
ning Council for Metropolitan Chi- 
cago was established to study the 
problems facing hospitals in the 
Greater Chicago area. , 


APRIL 
@A bill introduced by Sen. zr 


W. Fulbright (D-Ark.) to provide 


$2 billion in loan funds for con- 
struction of public hospitals and 
other public works projects was 
slashed to $1 billion in committee. 
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@ The insurance commissioners 
of Indiana and Massachusetts, in 
two separate statements, suggested 
that the individual states exercise 
greater control over the financial 
activities of hospitals, including 
their pricing structures. 

A New Jersey’s Blue Cross Plan 
filed a request with the state gov- 
ernment to increase its rates an 
average of 28.2 per cent. 

@ Iowa’s two Blue Cross Plans 
and the Blue Shield Plan in the 
state signed an agreement under 
which hospital radiology and path- 
ology services were to be paid for 
through the Blue Shield Plan. 

@ For the second successive year 
“Careers That Count” was an- 
nounced as the theme for National 
Hospital Week, May 11-17. 

@ Delegates to the American 
Academy of General Practice voted 
to seek representation on the Joint 
Commission on Accreditation of 
Hospitals. 

@ The Joint Council to Improve 
the Health Care of the Aged was 
formed by the American Hospi- 
tal Association, American Medical 
Association, American Dental As- 
sociation, and the American Nurs- 
ing Home Association. 

@In Michigan the legislature 
amended a state law to give trus- 
tees of certain county hospitals 
authority to regulate medical staff 


privileges at those hospitals. 


@Some 125 
workers at 
Swedish Hospi- 
tal; Seattle, 
went on strike 
in an effort to 
gain recognition 
for their union 
as bargaining 
agent for all the 
hospitals in the 
Seattle Hospital 
Council. 


REV. HOUTS 
@® Chaplain Donald C. Houts of 


Bethany Hospital, Kansas City, 
Kans., suggested to conventioners 
at the 1958 meeting of the Mid- 
West Hospital Association that the 
opinions of patients be given 
greater weight when administra- 
tors are evaluating the care given 
at their hospitals. 


MAY 


@ Congress continued to study 
the Hill-Burton appropriations 
picture. 

A Testimony criticizing the 
“medicare” program was heard by 
a House committee debating the 
administration’s $80 .million re- 


’ quest for this program. 
A AHA suggested that Congress. 


appropriate more funds for re- 
search into staphylococcal infec- 
tions in hospitals. 

AA bill supported by AHA, 
which would provide federal 
grants for public and nonprofit 
schools of public health, was acted 
on favorably in committee. 

A Arthur S. Flemming was nom- 
inated by President Eisenhower to 
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be secretary of Health, Education, 
and Welfare, succeeding Marion 
B. Folsom who had previously an- 
nounced his intention to resign. 

@ The Hospital Service Associa- 
tion of Pittsburgh (Blue Cross) 
was granted a limited increase in 
rates by the state insurance com- 
missioner after he had denied a 
Plan petition for a 21.4 per cent 
increase. 

AFrancis R. Smith, insurance 
commissioner of Pennsylvania, 
urged hospitals to bring about 
‘“‘substantial economies in hospital 
operation” so that Blue Cross Plans 
in the state would not have to 
ask for substantial rate increases 
in the near future. 

® The Canadian federal govern- 
ment and the province of Ontario 
signed a mutual participation hos- 
pital insurance agreement, the 


Hospital Week 


| 


mational 
hospital 

week | 

may 11-17, 1958 


MAY 11-17 was National Hospital Week in 
1958. The theme was ‘Careers That Count.” 
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hg such agreement signed in 


Canada under the Hospital In- 
surance and Diagnostic Services 
Act of 1957. 

@ “Selective care tailored to the 
immediate needs of the individual 
patient” was suggested by Dr. 
Aims C. McGuinness, special as- 
sistant for health and medical af- 
fairs to HEW, as a way of slowing 
down rising hospital care costs. 
Dr. McGuinness’ paper was read 
at the 28th annual meeting of the 
Carolinas-Virginias Hospital Con- 
ference. | 

@ “In the final analysis it is the 
patient who will determine what 
the hospital’s future is to be,” 
Mark Berke said at the 28th an- 
nual convention of the Association 
of Western Hospitals. Mr. Berke, 
director of Mt. Zion Hospital, San 
Francisco, also said: “It is the 
public which will decide what 
services it wishes us to provide, 
and what relationship shall exist 
between hospital, physician and 
patient, and what legislation is re- 
quired to bring about this rela- 
tionship ... We must. ... provide 
leadership, . . . analyze the needs 
. +, recommend the best meth- 
ods... , guide the public...” 


MR. BERKE 


@ Dr. Kenneth B. Babcock, di- 
rector of the Joint Commission on 
Accreditation of Hospitals, spoke 
at the Tri-State Hospital Assembly. 


DR. BABCOCK 


At the group’s opening general > 


session he said: “Often the doctors 
or hospitals that yell the loudest 
about their rights, their privileges, 
their liberty, do the least about 
their duties and responsibilities.” 

@ Improved methods of han- 
dling drugs in hospitals were dis- 
cussed in detail during the annual 
convention of the American So- 
ciety of Hospital Pharmacists, held 
in conjunction with the American 
Pharmaceutical Association meet- 
ing in Los Angeles. 

@ More than $1.2 billion was 
paid by Blue Cross for patient 
care during 1957, it was reported 
at the annual conference of Blue 
Cross Plans. 7 


JUNE 


@ In testimony before a House 
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committee, AHA urged that the 


Hill-Burton hospital construction 


program be extended for five 
years. The Association also re- 
quested that $75 million be ap- 
propriated for renovation and 
modernization of older - hospitals, 
particularly in urban areas. A 
number of witnesses testified -in 
connection with the construction 
program and a number of amend- 


-ments to the program were offered, 


but all witnesses agreed that Hill- 
Burton should be extended. 

AA Senate bill to provide $1 
billion in loan funds for both pub- 
lic and private nonprofit hospitals 
was introduced. 

A Col. Floyd L. Wergeland was 
named to succeed Maj. Gen. Paul 
I. Robinson as head of the ‘‘medi- 
care” program. Gen. Robinson re- 
tired after 30 years of Army serv- 
ice. At the same time a House 
committee recommended that the 
“medicare” budget be cut to $60 
million from the $80 million re- 
quested by the administration. . 
SAIn other actions: a Senate 
subcommittee recommended that 
$100 million be set aside for stu- 
dent nurse and intern housing 
loans; a House subcommittee fav- 
orably reported a bill to extend 
Hill-Burton for three years; a bill 
to provide $1 billion in loans funds 
for public works projects was 
passed by the Senate. 

@® Financial problems plagued a 
number of Blue Cross Plans. 

Alin Michigan, voluntary non- 


profit hospitals agreed to a ceiling 
on payments made by Blue Cross 
in 1958. 

Alncreases averaging 18 per 
cent for group members and 12 
per cent for nongroup members 
were granted to the Georgia Hos- 
pital Service Association, Colum- 
bus, by the state insurance com- 
missioner. | 
A Three Philadelphia-area hos- 
pitals filed a suit challenging the 
state insurance department’s power 
to determine how much Blue Cross 
Plans in Pennsylvania should pay 
for hospital services. 

A Hearings on a request by 
Maryland Hospital Service for a 
rate increase (22 per cent on the 
standard contract) were held in 
Baltimore. 

@ The sick, Tennessee Gov. 
Frank G. Clement said in the key- 
note address of the 21st annual 
meeting of the Southeastern Hos- 
pital Conference, need help and 
“it is neither communistic nor 
socialistic to take care of your 
neighbor.” 

@ “Colleges can and should sup- 
port education for nurses as for 
other students.” That was Mildred 
Montag talking. Miss Montag, 
associate professor in nursing edu- . 
cation at Columbia University, ad- 
dressed her remarks to the open- 
ing general session of the 11th 
Upper Midwest Hospital Confer- 
ence. 

@® Development of a listing pro- 
gram for parahospitals (nursing 


When Disaster Strikes 


HOSPITALS in ‘Chicago “(school fire), Minneapolis-St. Paul (plane crash), and New Jersey (train 


wrecx) were among those called upon for major emergency service during the year just 
ended. Typical is this scene at St. Margaret Hospital, Hammond, Ind., where 30 victims of 
a bus-truck collision were taken for hospitalization and medical care on Aug. 26. 
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KEY to the new headquarters building of the American Hospital Asso- 
ciation was handed to Dr. Edwin L. Crosby (left), director of AHA, by 
Tol Terrell, then president of the Association, during the 60th annual 
AHA convention, Aug. 18-21, Chicago. Dr. J. Roscoe Miller (fore- 


Dedicated to Better Care 


ground), president of Northwestern University, was among the dig- 
nitaries present at the ceremonies. This is how the building looked 
during the convention. The view is to the northeast from North- 
western’s downtown campus located on Chicago's near north side. 


homes, homes for the aged, etc.) 
by the American Hospital Asso- 
ciation and other interested groups 
was recommended by the Con- 
ference on the Care of Patients 
with Long-term Illness. 

“Bankrupt beyond remedy.” 
That was the term applied to the 
large public mental hospitals of 
this country by Dr. Harry C. Solo- 
mon, then president of the Amer- 
ican Psychiatric Association, at the 
organization’s annual meeting. He 
said such hospitals should be “liq- 
uidated.” 

@ Health care of the aged, and 
how it can be improved, was 
given major attention at the 10th 
annual meeting of the Middle At- 
lantic Hospital Assembly. 

@ More than 100 persons in- 
_jured in aseries of tornadoes in 
northwestern Wisconsin were 
cared for in three hospitals in the 
area. 

@ More than 7000 new physi- 
cians entered the ranks of Amer- 
ican medicine in 1957, the Amer- 
ican Medical Association reported. 


JULY 
@ The House passed the Depart- 
ment of Defense appropriations 
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bill, with provisions sharply lim- 
iting the civilian side of the pro- 
gram. Department of Defense of- 
ficials testified that cutting the 
program back to $60 million a 
year would virtually destroy 
“medicare.” 


A The Senate passed the bill 


providing for a billion-dollar loan 
fund for hospitals. 

A In testimony before the House 
Ways:.and Means Committee, the 


DR. SOLOMON 


REP. FORAND 


American Medical Association 
stated its reasons for opposing the 
bill introduced by Rep. Aime J. 
Forand (D-R.I.) to provide hospi- 
tal and medical care through the 
social security mechanism. 

A Appropriation of $211.2 mil- 
lion for the fiscal 1959 Hill-Burton 


program was recommended by the 
Senate Appropriations Committee. 
This was $90 million more than 
the House wanted to appropriate. 

@® The first National Conference 
on Labor Health Services was 
held in Washington, D.C. Dr. War- 
ren F. Draper, executive medical 
officer of the United Mine Work- 
ers Welfare and Retirement Fund, 
told the group that the fund “will 
never return to the free choice of 
physicians.” 

® Collective bargaining between 
hospitals and nurses was approved 
by the American Nurses’ Associa- 
tion at its biennial convention. 
The association also voted favor- 
ably in regard to compulsory na- 
tional health insurance. 

@® Hospital admissions have in- 
creased seven per 1000 Blue Cross 
members since 1953, an increase 
of 5.4 per cent, the Blue Cross 
Commission stated. 

A Hearings on the Blue Cross 
request for rate increases in Mary- 
land ended after six days. 

A Columbia University under- 
took a year-long study of the non- 
profit hospital, medical, and den- 
tal insurance plans in New York 
State. 
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® Graham L. Davis, 65, presi- 
dent of the American Hospital 
Association in 1948, died after an 
automobile collision. 

@ The widespread usé of com- 
prehensive health insurance is un- 
dermining the financial structure 
of hospitals because the plans do 
not usually make funds available 
for improving or maintaining phy- 
sical plants. This view was ex- 
pressed by the Rt. Rev. Msgr. F. 
M. J. Thornton, president of the 


MSGR. THORNTON 


REP. FOGARTY 


Catholic Hospital Association, at 
the association’s annual meeting. 
@ The House of Delegates of the 
American Medical Association 
voted 110 to 72 to institute an 
immediate educational campaign 
to give medicine’s side of the 
AMA-United Mine Workers Wel- 
fare and Retirement Fund contro- 
versy and to combat “the rotten 
campaign of publicity” by the 
UMW fund. Dr. Gunnar Gunder- 
sen was installed as president of 
the association and Dr. Louis M. 
Orr was named president-elect. 


@ A rate increase averaging 22.3 
per cent was granted to Associated 
Hospital Service of New York. 

AGroup Hospitalization Inc. 
(Blue Cross), Washington, D.C., 
announced plans for a rate in- 
crease. Typical increase: standard 
family contract for group sub- 
scribers, $5.48 per month, an in- 
crease of $1.78 per month. 

@A $110,000 grant by the W. 
K. Kellogg Foundation was made 
for a study of the costs of under- 
graduate medical education and 
medical internships. 


AUGUST 


@ A compromise figure of $186.2 
million for Hill-Burton was voted 
by a House-Senate conference 
committee. The figure was. $25 
million less than was recommended 
in the Senate, but $65 million more 
than was recommended in the 


House. 


A The Public Health Service 
scheduled a conference on staphy- 
lococcal disease to be attended by 
representatives of 40 hospital, 
medical, and other professional or- 
ganizations. 

4 A joint. House-Senate confer- 
ence committee was to decide how 
much federal money was to be 
appropriated for the “medicare” 
program after the Senate rejected 
the House-voted cutback to $60 
million. 

AA House committee gave its 
approval to a bill sponsored by 
Rep. John E. Fogarty (D-R.I.) for 


Administrative Assistance 


HOSPITAL strikes in California (Oakiand, near San Francisco) and Washing 


ton (Seattle) at- 


tracted national attention, although labor difficulties were relatively few in the hospital field 
in 1958. Here, Harold T. Norman, administrator of Children’s Hospital of the East Bay, Oak- 


land, pushes a cartload of milk into his hospital during a three-week strike, affecting eight 


hospitals in the area, which ended Sept. 10. The union won a $15 per month increase, but 
lost out in its demands for a full union shop. Some 900 workers had been on strike. 
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a White House Conference on Ag- 
ing. 

A Restrictions on use of Veter- 
ans Administration hospitals by 
veterans with nonservice-con- 
nected disabilities were contained 
in a bill reported out of a House 
committee. 

@ The first quarterly loss in 
Blue Cross membership in nearly 
20 years was reported by the Blue 
Cross Commission. The economic 
recession was pinpointed as the 
cause of the drop. 

@® Expenditures for medical re- 
search should be increased to such 
a point that they will total $1 bil- 
lion per year by 1970, a group of 
special consultants to HEW rea- 
ommended. This figure is mor 
than three times higher than pres- 
ent expenditures for medical re- 
search. 

@ In a survey by the Hospital 
Council of Philadelphia it was 
found that 833 hospitals are mem- 
bers of 20 metropolitan hospital 
councils which have_ full-time 
staffs. 

@ The National Foundation for 
Infantile Paralysis changed its 
name to the National Foundation 
and announced that it is expand- 
ing its activities into other areas 
of disease. 

@ The American Osteopathic As- 
sociation revised its constitution 
and eliminated the name of Dr. 
Andrew Taylor Still from its state- 
ment of objectives. 

@ A passenger train derailment 
in Milwaukee County, Wis., re- 
sulted in injury to 64 persons. 


SEPTEMBER 


@ Ray Amberg, director of the 
University of Minnesota Hospi- 
tals, Minneapolis, was installed as 
president of the American Hos- 
pital Association at its 60th an- 
nual convention, held in Chicago. 

A Dr. Russell A. Nelson, direc- 
tor, Johns Hopkins Hospital, Bal- 
timore, was named president-elect. 

A The new AHA headquarters 
building was dedicated in cere- 
monies at the building which were 
carried by closed-circuit televi- 
sion to the conventioners at the 
International Amphitheatre. 

A The AHA’s House of Dele- 
gates voted approval of a proposed 
independent joint commission 
which would accredit hospital 
schools of nursing. The House also 
approved a statement favoring use 
of voluntary prepayment insur- 
ance mechanisms for hospital care 
of the nonindigent aged, but con- 
ceded that “it is conceivable, how- 
ever, that the use of social security 
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MR. AMBERG DR. NELSON 


to provide the mechanism to assist 
in the solution of problems of fi- 
nancing these needs may be nec- 
essary ultimately.” 

@® Twenty-two honorary fellow- 
ships were conferred by the Amer- 
‘ican College of Hospital Adminis- 
trators in commemoration of the 
- ecollege’s 25th anniversary. Ray E. 
Brown, superintendent of the Uni- 
versity of Chi- 
cago Clinics, 
was named 
president-elect. 

@ An appro- 
priation of $70.2 
million for the 
Armed Forces 
Dependents’ 
Medical Care 
program was 
voted by Con- 
gress. The ap- 
propriation was made, however, 
with the understanding that mili- 
tary hospitals be used more fully 
and that use of civilian hospitals 
be minimized. 

A Hill-Burton was extended for 
another five years. Some $186.2 
million was appropriated for the 
program for fiscal 1959. 

@ An average increase of 13.9 
per cent was granted to Maryland 
Hospital Service. 

-- ® Figures from the federal gov- 
ernment disclosed that the dollar 
value of hospital construction dur- 
ing the first. six months of 1958 
was $459 million, 16 per cent 
ahead of the same period in 1957. 

@ At the end of 1957 approxi- 
mately 121.4 million persons were 
covered by some type of hospi- 
talization insurance, including 
some 55 million covered by Blue 
Cross. 

@ Permission to 
“major medical” 
coverage up to two, years, was 
requested by Associated Hospital 
Service of Philadelphia (Blue 
Cross). 


MR. BROWN 


institute a 


OCTOBER 


@ Col. Floyd L. Wergeland, new 
“medicare” director, warned that 
the civilian side of the program 
may be cut off early in 1959 be- 
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cause of lack of funds. Changes 
in “‘medicare,”’ reflecting the budg- 
et cut, were announced. 

@ Establishment of infection 
control committees in all hospitals 
was one of the recommendations 
made during the National Confer- 
ence on Staphylococcal Disease as 
a means of curbing antibiotic re- 


sistant infections. 


@ Hospital and medical prac- 
tices were investigated by a com- 
mittee of the California legislature, 
following premature disclosure of 
a critical report prepared for the 
California Medical Association. 


@In its annual report on in- 
ternships and residencies avail- 
able in U.S. hospitals, the Amer- 
ican Medical Association stated 
that approximately 7700 intern 
and resident openings were un- 
filled, as of Sept. 1, 
10,000 internships and approxi-: 
mately 25,000 residencies were 
filled by graduates of U.S. and. 
foreign medical schools. 

@ As the result of a dispute in- 
volving Wisconsin’s Blue Cross 
Plan and the state’s two Blue 
Shield Plans, Dr. Jerome W. Fons 
resigned as president of the State 


program, with | 
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MATEX DERMATIZED Surgeons’ Gloves 


@ give twice the traction 
@ reduce trauma 


Only under magnification can you see the fine details 
of the texture of MATEX Dermatized gloves. It’s this exclusive 
texture that gives twice the grip of smooth gloves on wet, 


slippery instruments or tissue. 


Because less pressure is needed to secure a grip, tissue suffers 
less trauma and even prolonged surgery is less tiring. And 
MATEX Dermatized gloves still have the tissue thinness that 


provides bare-finger tactility. 


_ Save money and space with the new 


Modern packaging... 
no mess of tissues... 


easy size identification . . 
Hospital Pack. Ask your MATEX dealer. 
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Medical Society of Wisconsin. 
NOVEMBER 


@ Sen. Wayne Morse (D-Ore.) 
ordered the Public Health Sub- 
committee of the Senate District 
of Columbia Committee to com- 
pare Blue Cross rates nationally 
with those which prevail in the 
Washington, D.C., area. The order 
was an outgrowth of a 42 per cent 
rate increase announced by Group 
Hospitalization Inc. (Blue Cross). 

A Secretary Flemming proposed 
that the federal government re- 
linquish responsibility to the states 
for administration of the practical 
nurse program. 

A The White House released the 
first “National Plan for Civil De- 
fense and Defense Mobilization.” 


@® The United Steelworkers of 


America decided to study the hos- 
pital-clinic system instituted by 
the United Mine Workers Welfare 
and Retirement Fund, with an eye 
toward adopting a similar system. 

@ “Widespread satisfaction and 
confidence” among the_ general 
public in regard to hospital care 
was found by researchers in two 
surveys. A survey on a national 
basis was conducted by the Na- 
tional Opinion Research Center, 
Chicago, and a survey in the New 
York City area was conducted for 
the United Hospital Fund by Elmo 
Roper and Associates. 

@® Further development of hos- 
pital and medical care insurance 
plans was recommended by the 
Association of State and Territor- 
ial Health Officers in three separate 
actions taken at the group’s annual 
meeting. 

@ “Patient care can be improved, 
hospital stays shortened and costs 
of illness reduced, when hospitals, 
visiting nurse agencies and Blue 
Cross work together in an organ- 
ized way for these objectives.” So 
said Maria Phaneuf, nurse coor- 


dinator of the Associated Hospital 


ing until such time as an inde- 
pendent commission is established. 
A letter emphasizing this has been 
sent by Dr. Edwin L. Crosby, Di- 
rector of the Association, to the 
administrators of all hospitals with 
schools of nursing. 
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Service of New York, before the 
86th annual convention of the 
American Public Health Associa- 
tion. 

@ An 84-day strike at Swedish 
Hospital, Seattle, was settled with 
an agreement between the Seattle 
Hospital Council and the King 
County Labor Council that a 


seven-member grievance 


mittee be established, modeled 
after an agreement in Toledo, 
Ohio (HOSPITALS, J.2.H.A., Feb. 1, 
1957). 


DECEMBER 


@ The Democratic off-year land- 
slide election victory did not re- 


SEN. MORSE GEN. WERGELAND 


sult in changes in any chairman- 
ships of congressional committees 
handling major legislation in the 
health and hospital field. A num- 
ber of personnel changes within 
committees did result, however. 

@ Col. Wergeland, head of the 
“medicare” program now pro- 
moted to the rank of brigadier 
general, reported to the Associa- 
tion of Military Surgeons that ap- 
proximately 600,000 hospital ad- 
missions have been paid for by 
‘“‘medicare.”’ 

@® Group practice of medicine by 
full-time clinical teachers in 
American medical schools was ap- 
proved by the executive board of 
the Association of American Med- 
ical Colleges at its annual meet- 
ing. The board also voted in favor 
of support of resident-training 
programs from funds made avail- 


able through medical service fur- 
nished to paying patients in the 
course of the residents’ clinical 
training. 

@ The College of American Path- 
ologists, at its joint annual meeting 
with the American Society of 
Clinical Pathologists, adopted a 
statement which calls for elimina- 
tion of third party billing for path- 
ologists’ services. ASCP’s Council 
discussed and rejected a possible 
merger with CAP. 

@® The National League for Nurs- 
ing reaffirmed its belief that it is 
responsible for accreditation of 
hospital schools of nursing. AHA 
had proposed a joint commission 
to accredit such schools. 

@ AHA’s Board of Trustees gave 
its approval to a listing program 
for nonhospital inpatient care in- 
stitutions. 

@ Ninety-three school children 
and nuns were killed and approx- 
imately 100 were injured in a fire 
at Our Lady of the Angels School, 
Chicago. Hospitals responded 
quickly and efficiently to the 
emergency. 

@ American medicine’should as- 
sume a more relaxed, more toler- 
ant attitude toward evolution in 
the field of medical care. This was 
a conclusion reached by AMA’s 
Commission on Medical Care Plans 
after a four-year study of miscel- 
laneous and unclassified medical 
care plans (union health groups, 
United Mine Workers Welfare and 
Retirement Fund, etc.). Action on 
the report, delivered at AMA’s 
winter meeting, was deferred until 
June 1959. 

A Development of an effective 
voluntary health insurance or pre- 
payment program for persons over 
65 who have only modest financial 
resources was urged by AMA’s 
house. Physicians were also urged 
to accept a lower level of payment 
for medical services to this seg- 
ment of the population. 


SECTION 


ASSOCIATION 


(Continued from page 54) 


The commission recommended is 
an independent commission; a 
separate organization rather than 
a part of any already established 
organization. This is a very com- 
plex matter and it will require the 
most careful study and cooperation 


of all concerned. During this peri- 
od of cooperative planning, stand- 
ards of nursing education-must be 
maintained through accreditation. 
The contribution of the National 
League for Nursing to nursing edu-_ 
cation and nursing service in es- 
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tablishing an accreditation pro- 


gram is fully recognized by the 


American Hospital Association. 
The Association worked with the 
League in the establishment of the 
program and since its formation 
has participated with the League 
in this' program through its five 
representatives to the Executive 
Committee on Accreditation Poli- 
cies of the League. The intent of 
the independent joint commission 
is increased participation and 
shared leadership as well as to 
spread the basis for financial sup- 
port. 


As administrators of institutions 


conducting programs for the edu-— 


cation of students of nursing, hos- 
pital administrators have an ad- 
ministrative responsibility for the 
conduct and quality of the educa- 
tional programs within the insti- 
tution. The educational program 
for students of nursing is largely 
influenced by the quality of the 
services of the hospital. It is the 
environment in which the student 
develops competence in nursing 
and values in nursing. 

It is the responsibility of the 
faculty of the hospital school of 
nursing to define educational ob- 
jectives,-but the present curricu- 
lum involves more than courses or 
experience in nursing. Physicians, 
psychologists, sociologists, general 
educators and others are contribut- 
ing members of the faculty in in- 
creasing numbers of schools of 


nursing. But the ultimate admin- 


istrative responsibility properly 
belongs to the administrator of 
the institution. He, or she, is the 
chief executive of the institution 
with clearly defined authority re- 


sponsible to’ the governing board. 


for all services and programs. 

The rightful function of admin- 
istration in any educational insti- 
tution is to facilitate the objectives 
and program of the faculty. This 
requires mutual respect and un- 
derstanding of the problems and 
goals of the entire enterprise. The 
administrator must delegate ade- 
quate authority and responsibility 
to the director of the school of 
nursing, but he, or she, must bear 
ultimate responsibility. 

It is the belief of the American 
Hospital Association that through 
the cooperative efforts of nurses, 
physicians and hospital adminis- 
trators the educational programs 
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in hospital schools of nursing will 
be strengthened. It is the sincere 
desire to promote on a national 
level the Attributes of cooperative 
endeavor evident on the institu- 
tional level. The proposed inde- 
pendent joint commission is a 
means for achieving this goal. 


Eleanor C. Lambertsen, R.N. 
Assistant Secretary 
Council on Professional Practice 


Hospital association meetings 
: (Continued from page 6) 


Administration, Buffalo, N.Y. (Lafay- 
ette Hotel) 

23-24 Iowa Hospital Association, Des 
Moines (Savery Hotel) 

27-29 Tri-State Hospitai Assembly, Chi- 
cago (Palmer House) 

27-May 1 American Psychiatric Associa- 
tion, Philadelphia 

27-May 1 National Association for Practi- 
cal Nurse Education, Cincinnati 
(Netherland-Hilton Hotel) 

28-May 1 Occupational Therapists, Waco, 
Tex. (Roosevelt Hotel) 


MAY 


4-7 Association of Western Hospitals, 
Salt Lake City, Utah (Utah Hotel) 

4-8 Dietary Department Administration, 
Pittsburgh (Pick-Roosevelt Hotel) 


6-8 American Pediatric Society, Buck Hill © 


Falls, Pa. 
7-8 Tennessee Hospital Association, 
Nashville (Andrew Jackson Hotel) 

11-13 Canadian Hospital Association, Mont- 
real (Queen Elizabeth Hotel) 

11-15 National League for Nursing, Phila- 
delphia (Convention Hall) 

12-14 Texas Hospital Association, Houston 
(Shamrock-Hilton Hotel) 

13-15 Upper Midwest Hospital Conference, 
St. Paul (St. Paul Auditorium; 
Lowry and St. Paul Hotels) 

14 Massachusetts Hospital Association, 
Boston (Statler Hotel) 

18-21 Hospital Dental Service. San Fran- 
cisco (Sheraton-Palace Hotel) 

20-22 Middle Atlantic Hospital Assembly, 

._ Atlantic City, (Convention Hall) 

20-22 New Jersey Hospital Association, At- 
lantic City (Convention Hall) 

20-22 Hospital Association of New York 
State, Atlantic City, N. J. (Convention 
Hall) | 

20-22 Hospital Association of Pennsylva- 
nia, Atlantic City, N. J. (Convention 
Hall) 

24-29 National Tuberculosis Association, 
Chicago (Palmer House) 

25-27 Hospital Law, Boston (Somerset Hotel) 

25-29 Nursing Service Administration. 
Cleveland (Pick Carter Hotel) — 

30-June 4 Catholic Hospital Association, St. 
Louis (Kie] Auditorium) 


JUNE 


1-3 Advanced Institute for Medical Rec- 
ord Librarians, Chicago (AHA Head- 
quarters) 

1-6 International Hospital Congress, Edin- 
burgh, Scotland 

2-3 Maine Hospital Association, Rockland 
(Samoset Hotel) 


4-5 American Geriatrics Society, Atlantic 
City, N.]. 
8-10 Administrators’ Secretaries. Chicago 
(AHA Headquarters) 
8-12 American Medical Association, At- 
lantic City, N.J., (Convention Pall) 
10 Connecticut Hospital Association 
15-19 Hospital Pharmacy. Salt Lake City 
(University of Utah, Union Building) 
18-19 New Hampshire Hospital Association, 
Whitefield (Mountain View House) 
21-23 Michigan Hospital Association, De- 
troit (Sheraton-Cadillac Hotel) 


What it’s like to be a patient 
in Europe and the United States 


(Continued from page 27) 


cellent care remembering that it 
was individual e¢are. Some com- 
plaints of other patients were... 
washing with cold water; having 
the same water used on the face 
as on the back; leaving a patient 
in the middle of the morning for 
morning nourishment; asking if 
back care is wanted instead of of- 
fering it to the patient; personnel 
jarring bed when passing. In the 
United States I was visited only 
by the charge nurse and asked for 
complaints. 

No smoking in rooms in Europe. 
Smoking and sitting rooms are 
provided for patients on the ward. 
In the United States, smoking is 
allowed in rooms and most hos- 
pitals do not have smoking or 
sitting areas provided for ambu- 
latory patients. 

As far as visiting is concerned, 
in Europe there was one entrance 
only. Children were allowed to 
visit. The hours were one hour - 
three times a week. In the United 
States, there were many entrances. 
We had visitors from two to eight 
every day. Our visitors were rather 
noisy. 

In Europe, the equipment“was 
cleaned and immediately put in 
the proper place. There was little 
waste. In the United States, the 
equipment was seldom in the 
proper place. I believe that we 
are apt to have much wastage a 
times. 

The European doctors were very 
business-like. More respect was 
shown for the administrators, di- 
rector of nurses, the head doctors, 
surgical supervisors, charge nurses 
and students, and the volunteer 
help. I believe more so than we 
have in the United States at pres- 
ent. 
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Because of language difficulty, 
I was given a Danish-American 
dictionary. The nurses had taken 
a six-month English course, but 
were afraid to converse because 
of being ridiculed. I left them 
with many “American gems.” 

I met many wonderful people 
who were very good to me when 
I was alone in a strange country. 
Americans are accustomed to serv- 
ice and demand more from the 
nurse while Europeans take for 
granted that the minor nursing 
procedures will be done by them- 
selves. I will conclude by saying 
that in Europe patients are ex- 
pected to do more for themselves 
when able, but greater considera- 
tion is given to the patient who 
is really ill. . 


Management looks at the 
community 
(Continued from page 46) 


where the volunteer manager can_ 


render especially valuable and ef- 
fective service in an individual 
Capacity, either as a member of 
an appointive board or commis- 
sion or on an informal basis as an 
advisor to such a group. 

Often times even more effective 
community service can be ren- 
dered through marshalling the 
concerted talents of a top level 
coterie of private enterprise man- 
agers for long-range projects of a 
broader and more ‘basic nature. 
When this is done the results in 
community betterment can be 
spectacular. 


IMPACT OF CHANGING TIMES 


We are living in one of the most 
exciting and challenging eras in 
all history. We are witnessing 
greater changes in the social, po- 
litical, cultural and scientific life 
of the world than any generation 
which has preceded us. 

What will be the impact of all 
these changes upon our communi- 
ties and upon the various segments 
which go to make up the com- 
munity? 

@® Upon the cities and towns them- 
selves as the total population not 
only increases but accelerates its 
shift from rural to urban resi- 
dency? 

@® Upon our schools as the total 
scholastic population not only 
swells but predominant age group- 


108 


ings change due to increased birth 
rates and family formations? 
@ Upon such other facilities as 
streets and highways, 
and utilities, libraries, parks and 
playgrounds, communications and 
transportations? 
@ Upon our hospitals—a problem 
of prime concern to all of us. What 
of our hospitals, today and tomor- 
row? Are we currently using our 
hospital facilities to the best ad- 
vantage of our people? 

Are we preparing them for their 
expanded roles in a future which 
holds not only promise of peace- 
ful progress and growth, but also 
the portents of immeasurable dis- 
aster through atomic war? 

Those are not your problems, 
exclusively, nor mine. They be- 
long to all of us. We all are part 
of a much smaller world than that 
into which we were born, and of 
a world which moves incredibly 
swifter. You as administrators of 
hospitals and we as administrators 
of businesses jointly share a great 
responsibility in our mutual prob- 
lems. 

These complex and compelling 
problems which meet our advance 
into tomorrow have no ready an- 
swers. Before they are met and 
solved we must give them a great 
deal of very special thought and 
planning—and begin to do it to- 
day. 
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Heart, blood research reported — 


(Continued from page 61) 


It has been found that the small 
molecules of dextran counteract the 
“sludging”’ of blood when infused 
intravenously. Thus, some inves- 
tigators have been able to correct 
the anemia that sometimes devel- 
ops after blood sludges in the ves- 
sels through low-molecular dex- 
tran infusion. 

Another investigator has shown 
that the intravascular aggregation 
will impair capillary flow and de- 
lay healing in some hypothermia 
patients. These can be counter- 
acted by the injection of dextran 


airports, 


. erative complications,” said Dr. 


of low molecular weight. 
Still another investigator has 


‘prevented the development of ex- 


perimental thrombosis by inject- 
ing such dextran. 

“Low molecular weight dextran 
may open a possibility for the 
treatment of injury and other con- 
ditions,” said Dr. Thorsén. “By 
eliminating the intravascular ag- 
gregation, it can eventually elim- 
inate the circulatory disorders fol- 
lowing the aggregation and the 
organic injury and functional dis- 
orders which are probable conse- 
quences.” 

Offering what he termed “he- 
retical” comments, Dr. Thorsén 
said the practice of giving a large 
quantity of blood during and after 
major operations may cause a dis- 
turbance in the fluid balance. 

“It often makes the patient list- 
less, causes wet lungs, produces 
edema in the operative region. and 
increases the number of postop- 


Thorsén. 


Too much oxygen held 
cause of heart arrest 


The apparent increasing inci- 
dence of heart arrest in patients 
may be due in some measure to 
administration of too much oxy- 
gen during anesthesia. 

This theory was advanced by 
Sam E. Stephenson Jr., M.D., of 
the department of surgery and 
pediatrics, Vanderbilt University 
school of medicine. He said pro- 
longed administration of oxygen- 
enriched air to animals brought 
instance of cardiac arrest in what 
appeared to be a healthy heart. 

The animals were placed under 
barbiturate anesthesia and_ the 
concentration of oxygen in the air 
breathed was varied. 

As the concentration was. in- 
creased, there was an elevation of 
carbon dioxide in the blood along 
with instability of the electrocar- 
diogram taken on the dogs. 7 

“If excess oxygen is continued, 
cardiac arrest in a pink, healthy 
appearing animal ensues,” said 
Dr. Stephenson. | 

He added that the data was “quite 
distressing” when “one considers 
the degree of hyperventilation, ex- 
cess oxygenation and wanton 
changing of oxygen concentration 
that occurs during anesthesia for 
surgical procedures.” 
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PRO RE NATA 


JOHN H. HAYES 


I wouldn’t mind people who go 
on a diet 

If they’d also cut down on their 
talk; and keep quiet. 

Who’s Zoo in Hospital Associa- 
tion: 

The AHA gave a nice party 


and entertainment for children of . 


administrators at the 1958 conven- 
tion. Since then, when Marshall 
Ause, of Brooklyn, tells his little 
son that he is going to a hospital 
meeting, the little fellow says that 
he also wants to go and “see the 
monkeys again’’. 

S. J. Harris, in his column in the 
Chicago Daily News, said, ‘“‘There 
is something to be said for the 
strict regimen of hospitals—for if 
hospitals were made more com- 
fortable, many patients might not 
make the necessary mental effort 
to get well and get home’’. 

And here we were thinking all 
along that the constant lowering 
in the length of stay was due to 
new drugs and new and better 
procedures. 

* 

Mrs. Kay Pratt, director of vol- 
unteers at Kerbs Memorial Hospi- 
tal in St. Albans, Vt., tells us that 
one of her workers came to her 
quite worried. because she had 
been hearing a lot about this “staff 
infection” in hospitals. She was 
afraid she might catch it because 
of her daily contacts with the staff. 

One of the troubles in this coun- 
try today is due to the fact that 
libraries, and the use of them, do 
not grow in proportion to the in- 
crease in the population. 

@ 

There are too many people who, 
if they are not being amused, 
think that they are being abused. 

And too many others who think 
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that obedience is subservience. 

I sometimes think that legisla- 
tors—local and national—believe 
that government can always meet 
expenses merely by raising the 
debt limit. 

People and corporations get into 
trouble when they try it. 

* 

I clipped the following from 
the Pomona Valley Hospital News: 

An employer, interviewing an 
applicant, remarked, “You ask 


high wages for a man with no 
experience”’. 

“Well’’, said the applicant, “It’s 
so much harder to work when you 
don’t know anything about it”. 

2 @ 
Tiny little virus— 

Too small for man’s inspection— 
Too often you require us 

To battle an infection 
That tortures limb and torso, 

Destroys our joys and laughter. 
Why don’t you grow some more so 

We’d know what we are after? 


-COHOES MEMORIAL HOSPITAL 


BUILDING FUND 40% oversubscribed | 


“We attribute success of oe 


campaign to careful planning and 


skillful direction” 


of 


WL PD=TDAD COHOE 
PRESIDENTS 


EFELLER PLAZA 


SCRIPTION $225,000¢ 


30 ROCK OVER SUB 

REPORT 40 PER AT VICTORY DINNER 
HAPPY T con BUILDING FUND CAMP ATTRIBUTE SUCCESS 
REPORTED SKILLFUL DIRECTION 
TONIGH ING 


RIAL HOSPITAL COHOES 


0 
J™ smith PRES COHOES MEM 


— Mh “yy 


The telegram from J. M. Smith of Cohoes, New York, is 
just one of many letters and telegrams received from hospital 
executives throughout the nation which speak for the integrity 
and efficiency of service rendered by this firm. 

If your community is currently contemplating a fund rais- 
ing Campaign, perhaps the experience we have had’in directing 
more than 360 hospital appeals since 1911 will be helpful to you. 


Consultation invited without cost or obligation. 
First in Fund Raising 


‘WARD. DRESHMAN & REINHARDT 


Bureau of Hospital Finance 
30 ROCKEFELLER PLAZA NEW YORK 20,N. Y. TELEPHONE CIRCLE 6-1560 


CHARTER MEMBER OF THE AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty cents a 
word; minimum charge $4.50 per 
insertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.40 per 
line; eight-point display lines $1.70 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 


SERVICES 


A HOUSEKEEPING PROBLEM? Let us 
help you with your cleaning problems. 
Done by scientifically trained and bonded 
men who come to your hospital, study 
the problem, suggest corrections, train 
and supervise your personnel. Better Home 
and Industrial Cleaning Service, 88 Wil- 
liam Street, White Plains, New York. Tele- 
phone ROckwell 1-3433. 


FOR SALE 


CELLULOSE TOWELS: Disposable, less 
than penny each. 3-ply cellulose size 13”x 
20”. White, lint free, sanitary. Excellent 
for use in dispensary, first aid room, out- 
patient or emergency. Send for samples 
and price list. Graham Manufacturing 
Company, Holyoke, Massachusetts. 


MISCELLANEOUS 


Investment syndicate is interested in pur- 
chasing proprietary profit making open 
staff hospitals anywhere in the United 
states. Will retain present personnel and 
maintain high standard public and patient 
relations. Unlimited cash available. All 
replies will be held in strict confidence. 
Address HOSPITALS, Box I-25. 


POSITIONS OPEN 


DIRECTOR, NURSING SERV- 
beds, general hospital, fully ac- 
asaaeeall JCAH. Completely new 350 bed 
unit under construction to replace present 
facilities. BS or MS in Nursing Service 
required. Progressive personnel policies. 
Salary based on preparation and experi- 
ence. Apply Personnel Director, St. Agnes 
Hospital, Baltimore 29, Maryland. 


ASSISTANT DIRECTOR: Nursing Service 
for J.C.A.H. accredited hospital of 242 beds 
in Chicago suburb. Degree and supervisory 
experience required. Salary dependent up- 
on experience and qualifications. Liberal 
personnel policies. Apply Director Nursing 
Ingalls Memorial Hospital, Harvey, 
inois 


LABORATORY TECHNICIAN: qualified, 
salary commensurate with training and 
experience, for 41-bed accredited hospital. 
Contact. Norman Schauer, Administrator, 
Hospital, Littleton, New Hamp- 
shire. 


FIOSPITALS, J.A.H.A. 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 


900 North Michigan Ave. 


‘Chicago 11, Illinois 


ADMINISTRATORS: (a) Dir, fully ap- 
proved 300-bed hosp; important expan. 
prog; unusual gg neta for right person; 
hy 2 Coast. (b) ed; 500-bed gen hosp, 

$25,000. (c) Ass’t med dir, 450-bed gen 
hake: attrac. city, outside US. (d) Execu- 
tive dir; social worker, mature person with 
considerable exper. in field req’d or com- 
petent hosp. adm; MW. HI-1 


ANESTHETISTS: (a) Hawaii, 150-bed hosp 


near leading city, sea resorts; 70 start. 
(b) Ob, 200-bed hosp; popular Fla. ocean 
city; $500. (c) Join staff 100 bed hosp; ex- 
panding SW city near US airbase; $7200 
start. H1-2 

DIETITIAN; chief, 200- “i hosp, Lake 
Mich. resort city, $6500. Hi1- 


DIRECTORS OF NURSING: (a) Direct 

schl & serv, 600 bed hosp; coll affil; E; 

seacoast; outstanding executive ability req; 

to $10,000. (b) Direct all grad staff d 

hsp, “g Coast; resort playground; $5- 
00 


$60 


EXECUTIVE HOUSEKEEPER; new 400-bed 
hosp; W. Coast; start $6000 up. H1-5 


EXECUTIVE PERSONNEL (a) Controller; 
175-bed gen hosp; min 5 yrs & exp req; 
Calif; $10,000. (b) Purchasing agent, 300- 
bed gen hosp; town, 50,000, Conn; near 
NYC. (c) Food Director; 400-bed W. Coast 
hosp; $7200. H1-6 


FACULTY POSTS: (a) Foreign assign- 
ment; instructor-superv in-serv. training; 
renowned Amer. owned co. hosp for over- 
seas personnel; to $10,000, air transp. (b) 
Med-surg instr for grad (Master’s degree) 
program, leading univ, East; $6000 up. H1-7 


RECORD LIBRARIANS: (a) Chief, sole 
responsibility for dept, 100 bed hosp; ex- 
cell. Pac. Island location; $5200 up. (b) 
Chief, challenging oppor in 500-bed h 
commuting distance NYC; — be capa- 
ble directing lge staff; $6000. 1-8 © 


SUPERVISORS: (a) Foreign operation; 
gen nursing serv for leading Amer. owned 
co. employee hosp; to $10,000, air travel. 
(b) Ob; 250-bed hosp; Chicago suburb; 
$5200 up. (c) Supervisor capable assuming 
position dir. of nurses, 60-bed hosp, Fla. 
resort ctr; $5000 up. H1-9 


DOROTHEA BOWLBY ASSOCIATES 


8 South Michigan Avenue Chicago 3, Il. 
Suite 1420—ANdover 3-5293 


Dorothea Bowlby, Director 


A Specialized Employment Service for 
Medical and Hospital Personnel. (Men 
and Women.) For Administrators, Person- 
nel Directors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 
Therapists, Pharmacists, Medical Record 
Librarians, Anesthetists, Public Relations 
Directors, Housekeepers, Bacteriologists, 
Biochemists, Medical Technologists, X-Ray 
Technicians, Food Service Managers. Ai! 
inquiries from applicants are kept strictly 
confidential. 


A & G MEDICAL PERSONNEL AGENCY 
834 Second Street 


Lancaster, Pennsylvania 


Our services are limited to securing posi- 
tions for Physicians, Dentists, Residents, 
Interns, Nurses and Technicians. In- 
quiries confidential. Write for further de- 
tails. NO REGISTRATION FEE. 


OUR 63rd YEAR 


WOODWARD essex 


FORMERLY AZNOES 


V.Wabash-Chieago UL. 


Telephone RAndolph 6-5682 


ADMINISTRATORS: (a) 290 bd, genl, 
JCAH hsp; $10-15,000; Calif. (b) = 170 
bd, increasg 210, genl, vol, JCAH hsp; sal 
open; MW. (c ) 90 bd, air condit oned, 
newly additioned hsp; start $7200, in- 
creases every 6 mos-excl benefits; West. 


(d) New position; 800 bd hsp; complete 
early ’60; 0 $13,000 yr; Central Calif. (e) 
Med Dir: 700 bd, genl ls gh hsp; 

ty, 100,000, 


exceptional oppor; attractive . 
MW. (f) Must have exper; excl 330 bd, in- 
creasg 490 bds, fully-apprvd hsp; supurb 
facils; about $15,000: Los Angeles. (g) 220 
bd genl, county, fully-apprvd hsp; to $11,- 
000 yr; coll twn, . (h) Responsible 
ene 230 bd hsp ‘bldg prog; also sevl new 
oppor $20,000; excl “potential; 
o. Calif 


ASSISTANT ADMINISTRATOR: (a) One 

w/accntg bckgrnd; 425 bd, genl, city, fully- 
apprvd hsp; sal open; twn 80,000, E. (b) 
240 bd, genl, vol, JCAH hsp; $7000 to start; 
NW. (c) 175 bd, city, genl, sp; to $7200; So. 


ADMINISTRATIVE POSTS: (a) Purchas- 
ing Agent; 300 bd, fully-apprvd, genl, vol, 
hsp excl oppor advance: coll twn, W. 
(b) Clinic Manager 12 man grp; own excl 
cl nr 125 bd hsp; sal open; New England. 
(c) Compt; 300 bd, genl hsp; city 30,000, 
West. (d) Administrative Services Dir: 
Exper reqd; highly responsible job; under 
executive Dir; lge, city, genl, hsp; start 
$10,500; East. 


EXECUTIVE HOUSEKEEPERS: (a) Full 
chge ae new 400-bd hsp repl present 
facil to be compl late '59; min $6000; Calif 
resort city. (b) Gen hsp now expand’g to 
100 bds; sm MW twn eee (c) Supv staff 
of 100, full chge dept, very lge gen hsp; 
to $6200; NYC. (d) ll a J dept, 250-bd 
gen hsp; resort twn 20,000; (e) Replace 
hskpr retir’g after 15 yrs; hsp now ex- 
= nd’g to abt 400 bds by oe, bry very 
ge, impor univ med ctr; Mid E Also 
resp linen, sewing bd vol gen 
hsp; prog city 60,000; 


SHAY MEDICAL AGENCY 

Blanche L. Shay, Director 

55 East Washington Street 
Chicago 2, Ill. 


EXECUTIVE PERSONNEL: (a) Assistant 
Business Manager. Florida. 150 bed hospi- 
tal. 15 in dept. (H-2627) (b) Credit Col- 
lection Manager. Small hospital. Florida. 
$400 up. (H-2357) (c) Personnel Director. 
250 bed hospital near Chicago. 00 up 
(H-2633). (d) Business Office anager. 
Middle West. 300 bed hospital (H-2515). 
(e) Controller. East. 350 bed hospital. Exp 

in cost. accounting helpful. (H-2583). (f) 
Agent. East. 100 bed hospital 


EXECUTIVE HOUSEKEEPERS: 
375 bed hospital. Man or Woman. $6000. 
(H-2569). (b) Southwest. Small hospital. 
To $6000. (H-2615). (c) East. 400 bed hospi- 
tal near N.Y. City. To $7500 (H-2247). (d) 
Pacific Northwest. 425 bed teaching hos- 
pital. $5100 to start. Excellent opportunity 
for advancement. (H-2241). 


(a) Calif. 


NOTE: We can secure for you the ines 
you want in the hospital field, in the 
locality you prefer. rite for an appli- 
cation—a postcard will do. ALL NEGO- 
TIATIONS STRICTLY CONFIDENTIAL. 
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Information about 
QUALIFIED NURSE PERSONNEL 
is available from the 
American Nurses’ Association 


PROFESSIONAL COUNSELING & 
PLACEMENT SERVICE 
10 Columbus Circle 
New York 19, N. Y. 


BUSINESS MANAGER—COMPTROLLER: 
Capable of assuming authority. Reorgani- 
zation of all phases of business office. 85 
bed J.C.A.H. approved hospital. Western 
famous resort area. Address 
HOSP TALS, Box I-85. Stating experience 
salary desired and when 
railable. 


COMBINATION LABORATORY TECHNI- 
CIAN-X-RAY TECHNICIAN: Registered, 
for eastern medical group clinic in city 
of 35,000. Good conditions, fringe benefits 
and $400 per month or over to start. Ad- 
dress HOSPITALS, Box I-73. 


ASSISTANT DIRECTOR, OCCUPATIONAL 
THERAPY — Modern tuberculosis hospital 
with affiliation program. Five day week, 
40-hour, paid vacations, 7 holidays, sick 
leave, social security. Excellent opportun- 
ity for progressive administfator. Resume 
to Director; Occupational Therapy, Emily 
P. Bissell Hospital, 3000 Newport Gap Pike, 
Wilmington 8, Delaware. 


REGISTERED LABORATORY TECHNI- 

CIAN: Florida Hospital; 40-hour work 

week; top salary. Apply to: Personnel Di- 

.O. Box 1990, Daytona Beach, 
a. 


REGISTERED X-RAY TECHNICIAN: 34 
bed hospital built 1952. New equipment. 
Excellent working conditions. Liberal ben- 
efits. Excellent salary. Contact Adminis- 
trator, St. Johns Lutheran Hospital, Libby, 
Montana. 


REGISTERED LABORATORY TECHNI- 
CIAN: Male or female. Will consider re- 
cent graduate who has not taken the reg- 
istry. Good personnel policies; salary open. 
Write or phone: Administrator, Sidney A. 
Sumby Hospital, River Rouge 18, Michigan. 


THERAPEUTIC & TEACHING DIETI- 
TIAN: -ADA membef. Position open im- 
mediately, 40 hour week, 250 bed hospital, 
School of Nursing. Salary commensurate 
with background and experience. Apply 
Mr. A. C. Weaver, Charleston General 
Hospital, Charleston, W. Va. 


DIETITIAN: Opening in 400 bed hospital 
which is adding 120 bed rehabilitation unit. 
Excellent opportunity in therapeutic or 
administrative work for A.D.A. registered 
person. Salary commensurate with train- 
ing and experience. Liberal benefits. Ap- 
ply Personnel Director, Iowa Methodist 

ospital and Raymond Blank Memorial 
Hospital for Children, Des Moines, Iowa. 


DIETITIAN: 90 bed accredited hospital. 
Help maintain patients contact. Salary 
open. Excellent benefits. Write or phone: 
Administrator, Sidney A. Sumby Hospital, 
River Rouge 18, Michigan. 


REGISTERED NURSES: For a 201 bed 
University Hospital. Starting Salary $270- 
$285, rotating shifts with pay differential. 
0 hour week add other liberal policies. 
Write; Director of Nursing, University of 
Nebraska College of Medicine; 42nd and 
Dewey, Omaha 5, Nebraska. 


DIETITIAN: Fine opportunity in progres- 
sive general hospital. Salary open. Write 
or call Inez Johnson, Dietitian, Alachua 
General Hospital, Gainesville, Florida. 


POSITIONS WANTED 


THE MEDICAL BUREAU 
M. Burneice Larson, Director 
900 -North Michigan Ave. 
Chicago 11, Illinois 


To physicians, hospital administrators, 
nursing executives and others in the hos- 
pital and medical fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an as- 
sociate, or the institution reorganizing or 
augmenting its staff, Burneice Larson of- 
fers the services of the Medical Bureau. 
All negotiations strictly confidential. Op- 
portunities in all parts of America, includ- 
rt countries outside continental United 
tates. 


POSITIONS WANTED 


Toronto graduate, NACHA, 3% years ex- 
perience, currently employed, to relocate 
as ADMINISTRATOR of small or ASSIST- 
ANT of ap hospital. Address HOSPI- 
TALS, Box I-83. 


OUR 63rd YEAR 


FORMERLY AZNOES 


ay V.Wabash-Chieago 


Telephone RAndolph 6-5682 


ADMINISTRATOR: 1 yr, Coordinator, excl 
foreign hsp; 4 yrs exper as Assoc Dir, 800 
bd univ hsp & 325 genl hsp; superior trng 
& exper, all phases hsp adm, includg ex- 
pansion; MHA degree. 


ANESTHESIOLOGIST: 7 yrs, post-grad 
rsrch wk, outstanding univ & rsrch coun- 
cil; 2 yrs, genl priv prac; now completg 
2 yr anes res, excl med cntr; wkg toward 
Cert; AOA; Early 30’s. 


COMPTROLLER: BS., Bus Adm (major 
acctng); 5 yrs exper, military-pay special- 
ist, U.S. Army 5 yrs exper as acct’ excl 
firms; prefers W-No. Mt. states but will 
consider others; Age-30. 


EXECUTIVE HOUSEKEEPER: early 50's; 
214 yrs full chge dept, lge univ hsp; past 
214 yrs hskpr, 400-bd gen hsp; seeks similar 
post; So, SE. 3 


EXECUTIVE HOUSEKEEPER: male; early 
40’s; some coll educ; 9 yrs hskpg exp, incl 
past 2% full chge very lge univ hsp, re- 
lated bidgs: N. Engl, East coast. 


EXECUTIVE HOUSEKEEPER: mid-40’s; 3 
yrs exp, incl past 2 in full chge dept, 250- 
bd gen hsp; seeks similar posi; Cal, others 
West, Southwest. 


PATHOLOGIST: Dipl, anatomy; elig, cl 
path; excl surg & path res; 22 mos, Path, 
USAMC; 1 yr, asst Path, genl hsp, 400 bds; 
2 yrs, Path, 125 bd hsp; seeks dirshp or 
asstshp, vicinity NYC; early 30's. 


RADIOLOGIST: 5 yrs asst rad, 300 bd; now 
reqs warm climate; Diplomate. 


(Clip and Mail) 


HOSPITALS, Journal of the American Hospital Association 
840 North Lake Shore Drive, Chicago 11, Illinois 
Please schedule the following advertisement for the — issue(s) of HOSPITALS 
under the following heading: — 
For Sale Instruction Positions Wanted 
Positions Open Services Wanted 
[] Check or Money Order Enclosed Signed 
[] Bill the Hospital Title 
Hospital 
Address 
City & State 
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Air-Shields, Inc. ..... 51 Hillyard Chemical Company ..........-.--- 
EES ee ee 92 The American Hospital Association ..79, Third Cover 
American Cyanamid Company .............. 19, 20 Huntington Laboratories, inc. ..............2226. 13 
American Sterilizer Company ........... Fourth Cover Sunely Corporotion ............-.. 21 
Armour Pharmaceutical Company ............ 93, 99 
Division of Becton, Dickinson & Company ...... 7 Kraft Foods Division of 
Owederic 5 National Dairy Products Corporation ........ 65, 66 
110, 111 Massengill Company, S.E., The ..... ....Second Cover 
Dahiberg, Inc. 18 McKesson Appliance Company ............ 
Davies-Young Soap Company, The .............. 98 Aen 
12 Palm Patient Gown Co., The 26 
Diamond Crystal Salt Company ................ 71 EE re 22 
| Plastics Manufacturing Company ................ 15 
Swartzbaugh Manufacturing Company ........... 28 
Fuller Pharmaceutical Company 24 Inc. .:........... 109 
Hausted Manufacturing Co. ................... 98 Winthrop Laboratories ...... 32, 33 


PICTURE CREDITS 


pp. 32, 33, 34, 35 Ken Johnson of Black Star 
p. 47 Public Health Service : p. 103 Staff photo—Fritz 
p. 104 Odakiand (Calif.) Tribune p. 102 Dick Wylie 


Effective but low-cost Communications 


Classified advertising is the lowest-cost method of adver- administrators, 1,800 department heads, 700 governing 
tising. It can serve your hospital effectively when you are board members in addition to approximately 4,500 
recruiting employees or when you have used equipment others. 

“— | 2 The classified advertising rate is 30 cents per word with 
Here is the audience for your advertisement . . . HOS- a minimum of $4.50 per insertion. Deadline: 30 days be- 
PITALS’ subscribers include more than 9,000 hospitals and fore publication date of the issue. 


H © | 5 Pp | TA L Ss Journal of the American Hospital Association 
840 North Lake Shore Drive, Chicago 11, Illinois 
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MARK YOUR 


AUGUST 24-27, 1959 
61st annual meeting and 
Hospital Merchandise Mart 


NEW YORK CITY 


a 


For further information write: American Hospital Association ¢ 840 North Lake Shore Driv 


be 


ve @ Chicago 11, HL 


\ \ \ 
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| 


University icroftins 
313 North First Street 
Ann arbor, Mich. 


POSITIVE 
DECONTAMINATION 


eBEDPANS e URINALS 


Automatic, positive decontamination 
with the American C¥clo-flush pro- 
tects patients and hospital personnel 
by limiting the carrying of commu- 
nicable diseases via bedpans and 
urinals. The electromatic Cyclo- 
flush thoroughly washes all inside 
and outside surfaces of pan and 
chamber with a 25-second cycle of 
air-entrained cold water — then 
instantly, steam at 212° F. saturates 
interior of chamber for 30 seconds 

. .. killing communicable disease 
organisms. End result is a sparkling 
clean utensil ready for use in any 
department or ward. 


Time-saving feature of the Amsco Cyclo- 
flush is important additional benefit. 
Upon insertion of pan into Cyclo-flush 
chamber, nurse is free to leave unit and 
do other work... while the utensil is 
being cleaned AUTOMATICALLY. | 


AMERICAN 


Offices in 14 Principal Cities STERILIZER 


Amsco Cyclo-flush is finished in 
vitreous enamel, assuring protec- 
tion against residual stain and 


corrosion. Flushing of chamber and 


pan is complete and thorough. 
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